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INTRODUCTION
According to the 2001 National Census, ethnic minority groups make up at least 7.9% 
of the population in the UK (National Statistics, 2001). The period between 1991 and 
2001 saw a 53 % increase in the proportion of ethnic minority groups living in the UK 
and, judging by the rate of immigration, this figure is set to rise further. Despite these 
growing numbers, there has been increasing concern expressed by the government that 
mental health services are not meeting the needs of ethnic minority communities 
(DOH, 1999). Since the National Service Framework for mental health was released 
in 1999, there has been much research looking into the needs of ethnic minority 
communities, and the Department of Health is set to release the Black and Minority 
Ethnic Mental Health Implementation Framework which sets out specific 
recommendations for working with these groups (DOH, 2003).
Such studies have shown that people from ethnic minority groups are more likely to 
live in deprived areas, be unemployed and subject to racism and discrimination than 
the white population (NIMHE, 2004). These social factors are known to influence 
vulnerability to depression (Brown et. al., 2003). Therefore, determining the extent to 
which membership of an ethnic minority group can influence the process of diagnosis 
and treatment of depression is essential in making sure that their needs are being met. 
On a more personal level, I have not had much experience of working with people 
from ethnic minority communities, so I believe that it is important as a clinician to 
take the opportunity to increase my awareness about issues faced by these groups. 
The influence of ethnicity upon the diagnosis and treatment of depression is a vast 
area so I have tried to focus upon the most salient issues.
This essay will first look at definitions of the terms ‘depression’ and ‘ethnic minority’, 
and how the processes of ‘diagnosis’ and ‘treatment’ will be approached. It shall then 
focus on the epidemiology of depression in ethnic minority groups and whether or not 
these rates match the number of cases diagnosed. However, many studies investigate 
epidemiology in terms of how many people access services. The essay will therefore 
look at how factors which may affect access, such as knowledge about services, 
cultural beliefs and stigma, influence the processes of diagnosis and treatment of
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depression in ethnic minority groups. Finally, although many of these issues relate to 
both the processes of diagnosis and treatment, there are issues specific to therapeutic 
work which will be addressed.
DEFINITIONS
Depression
The diagnostic and statistical manual of mental disorders (DSM-IV) defines 
depression as either depressed mood or loss of interest and pleasure, with four 
additional symptoms including change in appetite or sleeping patterns, loss of energy, 
suicidal thoughts, difficulty in concentrating, feelings of worthlessness or guilt, or 
change in activity levels; these should be experienced for a period of at least two 
weeks (APA, 1994: cited in Davison et. al., 2004). However, there are problems with 
applying this definition to ethnic minority groups, which will be discussed in more 
detail later.
Ethnic Minority
In reviewing the literature, two things became clear. Firstly, the terms ‘Ethnicity’, 
‘Race’ and ‘Culture’ are often used interchangeably. This should be viewed with 
caution as they all refer to different concepts. ‘Race’ is generally used to refer to 
physical or biological characteristics (Cardemil & Battle, 2003) whereas ‘culture’ 
defines the rules and concepts that a group of people uses to understand the world 
(Dein, 1997). ‘Ethnicity’ is a term encompassing shared culture and race, but also 
includes the mutual political, religious and social background of a group of 
individuals living within a certain geographical range (Cardemil & Battle, 2003). The 
term ‘Ethnic Minority’ will be used throughout the essay; although this will apply to 
minority groups in the UK, this is not the case worldwide (Cardemil & Battle, 2003).
Secondly, the classification of ethnicity differs across studies, so it is difficult to 
determine the extent to which findings are generalisable (Bhui et. al., 2003). For 
example, ‘South Asians’ is a term commonly used to describe people of Pakistani, 
Indian or Bangladeshi origin (Chew-Graham et. al., 2002; Burr, 2004). This term
Volume 1_________________________________ ______________Academic Dossier
therefore defines several different cultures, religions, lifestyles and beliefs, all of 
which may influence the experience of a depressive illness. This lack of clarity makes 
me anxious in writing such an essay. However, it is important to be aware of such 
methodological failings when applying research about ethnic minority groups to 
practice, as it is easy to see how it could potentially lead to the stereotyping and 
generalising that it aims to prevent.
The term ‘ethnic minority’ has also become synonymous with a description of non­
white groups and so issues which may be relevant to white ethnic minority groups are 
often neglected. This is illustrated by the small amount of research looking at Irish 
communities within the UK, which suggests that the number of individuals suffering 
from depression, and the rates of suicide, are disproportionately higher than in the 
white English population (Kelly & Taylor, 2002). Despite this, Irish communities are 
often merged with the majority white society and thus their particular issues are 
overlooked. This is important in terms of clinical practice when it can be easy to 
overlook issues of difference when a client seems to be from a similar background to 
the therapist.
Diagnosis
Diagnosis is the process through which a particular set of symptoms is recognised and 
attributed to a specific disorder (Davison et. al., 2004). This most often occurs 
through the General Practitioner (GP) in primary care services.
Treatment
In the case of depression, treatment includes a wide range of strategies, such as 
medication, occupational therapy, social care and psychological therapy. Treatment 
of depression can occur in both primary care and secondary mental health services. In 
this essay treatment will refer to engagement with any of the interventions above; 
however, specific issues relevant to the treatment of depression using psychological 
therapies will be focused on.
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ETHNIC MINORITY GROUPS & ACCESS TO SERVICES
Epidemiology of Depression
To determine the extent to which membership of an ethnic minority group influences 
the process of diagnosis and treatment of depression, it seems important to begin by 
establishing the incidence found in ethnic minority groups. These figures can then be 
compared with the proportion of cases diagnosed and treated. There is a small body 
of research from the UK which has attempted to do so; however, the findings of these 
studies has been mixed, which may be related to several methodological difficulties in 
carrying out such research (Bhugra & Mastrogianni, 2004).
Shaw et. al. (1999) compared the rates of depression in an African-Caribbean 
population with a white European population and found that depression was 
significantly higher in African-Caribbean women only. However, a study by Lloyd
(1998) concluded that rates of depression were higher than a white population in all 
African-Caribbeans, regardless of sex. When comparing the two studies it can be seen 
that Shaw et al (1999) matched their subject groups for socio-economic background, 
whereas Lloyd (1998) did not. Poverty is a known predictor of depressive symptoms 
and more African-Caribbean individuals suffer from social deprivation when 
compared with the white population (National Statistics, 2001). This means that 
matching subjects with the same socio-economic status may mask a higher incidence 
of depression in African-Caribbean and other ethnic minority populations.
Another methodological problem with such studies is that rates are often established 
by using the numbers of people accessing mental health services. However, ethnic 
minority groups differ in their patterns of service utilisation and accessibility 
compared with white people (Bhugra et. al., 2004). This may be in terms of the rate 
of GP consultation, whether psychological problems are recognised and the method of 
treatment offered (Sproston & Nazroo, 2002). As a result, it appears that depression 
may be underdiagnosed in many ethnic minority groups. Certainly, working within an 
adult mental health service in a region with a significant proportion of ethnic 
minorities, I only encountered three clients from ethnic minority communities within a 
6-month period. These clients attended sporadically and experienced difficulties with
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engaging in activities which were culturally inappropriate. We therefore need to go a 
step further than establishing incidence, by attempting to understand the barriers 
preventing people from ethnic minority groups from accessing services for depression.
Access to Services
The mental health service is a majority white institution which may reflect a wider 
society which often fails to understand the particular needs of ethnic minority groups 
(Raval, 1996). Indeed, ethnic minority patients are more likely to complain of 
negative primary care experiences than white patients (Sproston & Nazroo, 2002) and 
there have been some reports of coercive treatment in mental health services (Bhui et. 
al., 2003).
There are many factors which may affect whether or not people from ethnic minority 
groups access services for depression. Some of the main factors are discussed below, 
although there are several others which are also relevant, such as language barriers, 
racism within services and perception of mental health services (Raval, 1996).
Lack o f  knowledge about depression and services fo r  depression 
People from ethnic minority groups often demonstrate a lack of knowledge about how 
to access appropriate services for depression (Raval, 1996). As part of a study looking 
at the barriers to meeting the mental health needs in the Chinese community, Li et. al.
(1999) found that out of 52 participants, 38% were unaware of the statutory mental 
health services available (including psychiatrists, community psychiatric nurses and 
social workers), 32.4% believed that the GP was the only point of care and 46.5% 
were unaware of non-statutory mental health services. 61.5% of these participants 
could not speak English and this in itself may be a significant barrier preventing 
awareness about pathways of care (Li et. al., 1999).
Although this study was only small scale and bias towards a subgroup of Chinese 
people who attend community centres (Li et. al., 1999) it still provides an indication 
of barriers which need to be investigated further. As such, there is some evidence for 
a need for culturally appropriate information about common symptoms of depression 
and the pathways of care that can be accessed. This should be available in languages
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of the ethnic minority groups which constitute a particular geographical area. Such 
education should be not only be achieved by distributing printed material about 
services, but by link working with ethnic minority groups in the community so that 
trust in such services is also established.
Cultural beliefs and expression o f  depressive symptoms
Individuals with the same ethnic background will also share the same culture. Beliefs 
about, and ways of explaining mental illness, are culturally defined (Dein, 1997). In 
terms of depression, this may include beliefs and understanding about the origins and 
symptoms of depression, and how it should be treated. There is also evidence that 
cultural beliefs will impact upon help-seeking behaviour with many cultures 
preferring to access community support, traditional healers or religious leaders rather 
than mainstream services (Bhugra & Mastrogianni, 2004).
There appear to be several fundamental differences between eastern and western 
philosophy which will inevitably impact upon beliefs about depression (Dein, 1997). 
For instance, many eastern cultures do not draw a distinction between the mind and 
the body or between the physical and the spiritual, as most western cultures do 
(NIMHE, 2004). This may mean that individuals from eastern cultures may express 
physical and psychological problems in a similar way. Indeed, there are several 
studies which suggest that some ethnic minority groups may express experiences of 
depression in terms of physical rather than psychological symptoms (Bhugra & 
Mastrogianni, 2004). This presentation may also be related to stigma in addition to 
being culturally defined (Bhui et. al., 2001). The expression of somatic depressive 
symptoms may mean that GPs are more likely to interpret them as a physical illness 
rather than a psychological problem. GP stereotyping of ethnic minority groups may 
exacerbate such misdiagnosis of depression (Di Caccavo et. al., 2000).
A study by Di Caccavo et. al. (2000) looked at whether GPs are less likely to diagnose 
African-Caribbean and Asian patients with depression, than white patients. They 
provided GPs with six vignettes of patients with depressive symptoms (two patients 
were from African-Caribbean origin, two from Asian origin and two from white 
European origin) and asked them to provide a diagnosis. No significant difference
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was found in the accuracy of diagnosis between ethnic groups. This might suggest 
that GP are not bias in the diagnosis of Asian and African-Caribbean people 
presenting with depressive symptoms. However, this study illustrates an important 
methodological issue with research investigating depression in ethnic minority groups. 
The vignettes provided in the study were based on westernised concepts of depression, 
which are assumed to be universally expressed (Dein, 1997). There is, however, a 
large body of evidence showing that the expression of depression varies between 
cultures both in the language used and the symptoms shown (Bhugra & Mastrogianni, 
2004). Although there are several somatic symptoms included in western definitions 
of depression, a large emphasis is placed on psychological factors and life events 
(APA, 1994: cited in Davison et al, 2004). This means that they may not accurately 
reflect how Asian and African-Caribbean patients would present to a GP with 
depressive symptoms.
Therefore, one factor leading to the misdiagnosis of depression in people from an 
ethnic minority group within primary care, and mirrored within incidence studies, is 
the use of westernised measures of depression. Diagnostic measures such as the 
International Classification of Diseases (ICD-10) and DSM-IV are both based upon 
Western diagnostic criteria, although DSM-IV has tried to introduce cultural factors 
(Thakker & Ward, 1998; Bhugra & Mastrogianni, 2004). It has been argued, 
however, that this addition to the DSM-IV criteria is not sufficient enough to cover the 
range of different ethnic minority experiences (Thakker & Ward, 1998). This raises 
concerns about people from these groups being missed because their cultural 
understanding and expression of depression does not fit with Western concepts of a 
depressive illness.
There are a number of actions that can be taken to prevent barriers to accessing 
services which are influenced by cultural beliefs. Greater knowledge and 
understanding of cultural differences in the beliefs, norms and values, which affect the 
presentation of an individual suffering from depression, needs to be achieved. This 
will enable better education of staff. The method of treatment used with a client 
should also be congruent with their cultural beliefs and values, in order to maximise 
engagement with and effectiveness of the treatment method. This may mean working
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with ethnie minority communities to establish their specific needs and to achieve 
greater levels of trust.
Secondly, diagnostic tools which encompass the different ways that depressive 
symptoms can be expressed, should be developed. Such measures will also increase 
the reliability of quantitative research into depression, although this will raise issues as 
to whether culturally specific measures can be used in comparative studies.
Stigma
Stigma seems to be a particular barrier which prevents many ethnic minority groups 
from accessing services for depression (NIMHE, 2004). The reasons for stigma may 
differ between ethnic minority groups, so it is important to identify these differences 
in order to work towards the reduction of stigma effectively. In African-Caribbean 
communities, stigma seems to be more associated with the way mental health services 
are perceived as coercive, and unable to meet the needs of individuals (NIMHE, 
2004). In this case, the image of mental health services needs to be improved by 
working with African-Caribbean communities to make sure that their needs are 
understood and met, and to re-build trust in these services.
In Chinese communities, stigma has been attributed to the lack of understanding about 
mental health problems, which may result in discrimination towards individuals 
suffering from depression (Li et. al., 1999). Perceptions of mental health illnesses, 
including depression, seem to be tied up in spiritual beliefs, with evidence that many 
Chinese people thinking that mental illness is caused by evil spirits or due to fate 
(NIMHE, 2004). Much needs to be done to promote a better understanding of mental 
health (Li et. al., 1999), although this should be achieved in a culturally sensitive 
manner, working with the beliefs of Chinese communities.
Similarly in ‘South Asian' communities stigma is related to negative beliefs about 
depression, and this creates a barrier to accessing services (NIMHE, 2004). Such 
stigma causes problems with ‘South Asian’ women who report feeling unable to 
access even GP services as they are afraid that it will become known within their
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community, where gossip on the ‘grapevine’ is common (Chew-Graham et. al., 
2002).
If people from ethnic minority groups experience such barriers to accessing services, 
this may have implications in terms of increased levels of risk of suicide and self- 
harming behaviour.
RISK ISSUES
Suicide Rates
It has been widely found that ‘South Asian’ women, particularly aged between 13 and 
19 years old, show a higher rate of self-harm behaviour and attempted suicide than the 
white population (Bhugra et. al., 1999; Chew-Graham et. al., 2002; Muntaha, 2004). 
This is particularly concerning as many studies have found that the rates of diagnosed 
depression in this ethnic minority group are the same as or lower than in white groups 
(Burr, 2004).
Chew-Graham et. al. (2002) investigated this occurrence through three focus groups, 
each with five to ten women of ‘South Asian’ origin, which aimed to understand 
increased self-harm behaviour in this group, and associated barriers to accessing 
services that they faced. Two central findings were the concept of ‘izzat’ (honour), 
which is very important to maintain within these communities, and the presence of a 
community grapevine (Chew-Graham et. al., 2002). The burden of a family’s ‘izzat’ 
is placed upon the women and may prevent these women from seeking help for 
depression, because of the associated shame. There was also a great fear of disclosure 
if they did seek help, because of the risk of being seen by other members of the 
community, and because they did not trust the confidentiality of service providers. In 
addition, there was a general feeling that service providers often lacked understanding 
of Asian cultures and would offer flippant advice such as ‘leave the family’, without 
considering the cultural context. Without the support of mainstream services, self- 
harm is felt by many ‘South Asian’ women to be a natural response to overwhelming
10
Volume 1________________________________________________ Academic Dossier
distress, leading to a sense of control and relief (Chew-Graham et. el., 2002; Muntaha, 
2004).
These women believe that raising the awareness of mental health within Asian 
communities would be useful in combating barriers to accessing services (Chew- 
Graham et. al., 2002). Muntaha (2004) also suggests that there is a key role for family 
work in reducing the rates of self-harm and suicide in these women. Distress can then 
be communicated in a more functional way within the context of the family and wider 
community (Muntaha, 2004). Although this study has provided essential information 
about the personal experiences of 'South Asian' women with depression, it may be 
more appropriate to investigate the experiences of Indian, Pakistani and Bangladeshi 
women separately as there is evidence for differential rates of self-harming and 
suicidal behaviour within these groups (Muntaha, 2004).
PSYCHOLOGICAL INTERVENTION
Most of the factors affecting ethnic minority groups suffering from depression impact 
upon both the processes of diagnosis and treatment. However, there are some issues 
which are particularly relevant when working therapeutically with clients of ethnic 
minority background. As a trainee clinical psychologist I believe that these issues are 
particularly important for me to address.
Therapeutic Relationship
A vital part of the therapeutic process is building up rapport with the client. A 
difference between the ethnic backgrounds of the client and therapist may lead to 
difficulties in establishing rapport, unless certain steps are taken to ensure a culturally 
appropriate alliance (Aitken, 1998). It is wrong for clinicians to make the assumption 
that our position as therapists makes us culturally neutral. We are all influenced by 
the culture in Which we grew up, both at the family and at the societal level. This will 
influence the way we perceive the world and thus how we perceive the problems 
presented by clients. If a client is from a different culture to the therapist, then it is 
likely that how each will perceive the presenting problem will be different (Raval,
11
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1996). For example, a client of Chinese origin may believe that their symptoms of 
depression are related to fate (NIMHE, 2004) whereas the therapist may identify a 
relationship between the symptoms and life events. This can cause problems 
establishing and maintaining rapport. If a therapeutic alliance is to be established, 
then it is essential to come to a shared understanding of the client’s problem (Raval, 
1996). This can be achieved by discussing the client’s presenting problems within the 
context of their beliefs. So in the case of the Chinese client the link between 
depression and fate should be explored.
When a therapist does have some knowledge of an ethnic minority group, individual 
experiences of the client should remain central to defining their problems, and 
stereotypes based upon assumptions should be avoided. Chew-Graham et. al. (2002) 
found that lack of engagement of ‘South Asian’ women was influenced by what they 
perceived as negative stereotyping of their experiences. This is just as true when a 
therapist from an ethnic minority group is working with a client of the same 
background (Owusu-Bempah, 2002). Variables such as age, sex, socio-economic 
status, sexual orientation and degree of acculturation will also influence how a client 
experiences depressive symptoms (Hays, 1995) so it is essential to treat each case 
individually.
Many clients from ethnic minority groups experience racism and discrimination 
during their lives (Cardemil & Battle, 2003). This may be relevant to their depressive 
presentation but can also influence the therapeutic process. As most psychologists are 
from white European background they may be seen by a client who has undergone 
such experiences as being part of that racist society (Raval, 1996). To a lesser extent, 
the client may believe that a white therapist is unable to understand such experiences 
(Cardemil & Battle, 2003). Facilitating conversation about issues of racism and 
ethnicity will encourage a trusting and open relationship between the client and 
therapist (Cardemil & Battle, 2003).
The therapist may find it difficult to discuss such issues for a variety of reasons; 
however, it is the responsibility of the therapist to facilitate the client in discussing 
them (Aitken, 1998; Cardemil & Battle, 2003). This is particularly relevant because
1 2
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of the power differential in the room, which may mimic the wider experiences of a 
client (Aitken, 1998). Even so, it is still often left to the client to bring up issues of 
race, and this may exacerbate feelings of powerlessness and marginalisation (Aitken, 
1998). Such experiences may lead to lack of engagement in therapy, less successful 
outcomes and negative perceptions of psychology services.
Another factor which can affect the therapeutic alliance is when an interpreter is used. 
Using Interpreters in Therapy
In the UK there is a subgroup of individuals fi*om ethnic minority communities who 
are not fluent in spoken English (Raval & Smith, 2003). Although this will also prove 
a barrier to the diagnosis of depression, this is a specific problem for psychological 
therapies, which rely on effective communication as their main tool (Raval, 1996). 
Within the profession of clinical psychology, there is a lack of clinicians who are 
proficient in the language of ethnic minority groups (Raval & Smith, 2003). This is 
something that can be addressed in the future by trying to attract such recruits to apply 
for clinical training. However, for the moment, may clinicians rely on the use of 
interpreters to facilitate therapy sessions with non-English speaking clients (Raval & 
Smith, 2003).
Raval & Smith (2003) carried out a study to look at the experiences of therapists 
working with interpreters. They gave participants a semi-structured interview to look 
at the impact of working with an interpreter on the therapeutic process. Two main 
points were raised by the study. Firstly, features of communication which are usually 
taken for granted by therapists are changed when an interpreter is involved. 
Information about the client such as class, status and education, which is often gained 
covertly through conversation, needs to be overtly identified (Raval & Smith, 2003). 
Translation through a third person also leads to the loss of both verbal and non-verbal 
cues and so the interpreter is relied upon to provide meaning to the communication. 
However, such meaning will be affected by assumptions made by the translator, and 
their own beliefs and values (Raval, 1996)
13
Volume 1________________________________________________ Academic Dossier
Secondly, there are frequent problems with the co-worker alliance between therapist 
and interpreter (Raval & Smith, 2003). There is often ambiguity about the role of the 
interpreter in a therapeutic setting. They frequently have no professional status which 
immediately sets up a power differential between the therapist and interpreter (Raval, 
1996). Therapist also report feeling distanced from the client and thus finding it 
harder to form an appropriate therapeutic relationship with them (Raval, 1996; Raval 
& Smith, 2003). Such issues can potentially cause tension between the therapist and 
interpreter, and prevent a cohesive relationship between them. Tension between 
therapist and interpreter may make it difficult to create a shared understanding of the 
client’s problem, which is vital for a successful outcome (Raval, 1996). It appears to 
be essential to the success of therapy for the therapist to build a strong relationship 
with the interpreter. This might be achieved by better defining the role of the 
interpreter and working in partnership so that interpreters are closely involved in the 
process (Raval & Smith, 2003). In addition, interpreters should be equipped with 
basic therapeutic skills.
Although this type of research gives a good insight into issues surrounding the use of 
interpreters, there does seem to be a lack of information about the perspective of the 
client. This is obviously a difficult area to research as it would mean the use of an 
interpreter and so some of the same issues that are relevant in a therapeutic setting 
may affect the validity of the research.
Ethnicity AND CBT
Cognitive Behaviour Therapy (CBT) is the preferred therapeutic approach for treating 
depression within the NHS because of its short term nature and strong evidence base 
(NICE, 2004). I therefore chose to focus on the issues related to using this particular 
approach with ethnic minority groups.
CBT for depression involves the identification of a client’s core beliefs and 
assumptions and challenging of associated negative automatic thoughts about the self, 
the world and the future (Davison et. al., 2004). It is often considered to be a 
universally applicable therapy with neutral values; however, it was originally 
conceptualised by western society, so it is very likely to be influenced by its norms
14
Volume 1________________________________________________ Academic Dossier
and beliefs (Hays, 1995). For example, CBT seems to place emphasis on self- 
actualisation and assertiveness, concepts which are valued in the west but not 
necessarily in cultures which do not place the same level of importance on the 
individual (Hays, 1995). Furthermore, Maloney & Kelly (2004) question the validity 
of using CBT to alleviate distress when evidence points towards social and economic 
inequalities being at the root of depression. This is often the case with people from 
ethnic minority groups. However, although CBT cannot necessarily help to change 
such inequalities, it does work towards providing clients with adaptive coping and 
problem solving skills, which leaves them better able to deal with such issues. In the 
case of ethnic minorities, these should be culturally specific and may often include 
integrating religious beliefs into coping strategies.
Hays (1995) also argues that CBT can be relevant at a cross-cultural level as long as 
the beliefs and values of an individual’s culture are taken into consideration during the 
therapeutic process. CBT by nature is a collaborative approach which works towards 
reaching goals which are set by the individual (Hays, 1995). It is therefore open to 
including cultural needs of an individual. Decisions about what is functional and 
adaptive in terms of core beliefs and assumptions should be based on cultural norms 
and beliefs and the presenting problem defined in relation to cultural context. The 
cognitive triad of negative thoughts should also be challenged within the context of 
culture.
Despite being the preferred approach when working with depression, there is little 
evidence of studies which look at the efficacy of CBT with ethnic minority groups in 
the UK. This is an area which should be investigated in the future.
CONCLUSION
Membership of an ethnic minority group in the UK is highly influential in the process 
of diagnosis and treatment of depression. There is evidence that depression is 
underdiagnosed in several ethnic minority groups and therefore these people are less 
likely to be referred for treatment. Patterns of service utilisation, including
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engagement with treatment, are influenced by the cultural inappropriateness of 
services which fail to understand cultural differences in beliefs about and expression 
of depression.
Many of the barriers faced by ethnic minority groups can be alleviated to a certain 
extent by increasing awareness about cultural differences in beliefs, values and norms 
and in relation to the understanding and expression of depression. This knowledge 
can then be incorporated into more culturally appropriate diagnostic measures and 
methods of treatment, providing care which is tailored to individual needs. These will 
include awareness of the cultural, political and religious context within which the 
individual exists.
It is also vital that more work is done with ethnic minority communities so that we can 
reach a shared level of understanding about cultural needs and specific issues faced by 
these communities. We also need to raise levels of knowledge and awareness about 
depression as an illness to reduce the levels of stigma associated with depression in 
these communities. It is essential to tackle negative perceptions of the mental health 
services and so increase the levels of trust within these communities, before ethnic 
minority communities feel safe accessing mainstream services.
Further work also needs to be done to clarify the classification of ethnic minority 
groups in the literature. This, in addition to addressing several methodological 
problems, should ensure that it can be applied as widely as possible.
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Professional Issues Essay
Critically discuss your own supervision experiences against two theoretical 
frameworks o f  your choice, focussing on supervision and learning, and ethical issues
including working with difference.
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INTRODUCTION
Supervision is “held to be an essential requirement for learning and professional 
development....” 'within the mental health professions (Fleming & Steen, 2004). It is a 
key component of pre-qualification training in clinical psychology and, as such, the 
British Psychological Society (BPS) requires that all individuals training to become 
qualified clinical psychologists receive supervision of clinical work undertaken on 
placements (BPS, 2002). Although several methods of teaching are employed in the 
training of clinical psychologists, supervision can be conceptualised as key to the 
learning process (Pratt, 1999). All clinical work of a trainee is carried out on 
placement, where theory is put into practice, so the development of clinical skills and 
professional knowledge will be heavily influenced by the quality of supervision 
received.
Supervision is not currently a statutory requirement for qualified staff, although the 
Division of Clinical Psychology (DCP) recommends that supervision should be 
available to psychologists with all levels of experience (BPS, 1995; 1998). However, 
the post-qualification role of supervision appears to be playing an increasingly 
important role in continuing professional development, aimed at ensuring the effective 
delivery of services, in light of clinical governance (BPS, 2003; Fleming & Steen, 
2004). It appears that supervision, if  it has not already, will become an integral 
facilitator of a clinical psychologist’s personal and professional development at all 
stages o f their career.
Given the significant role that supervision plays in clinical practice, it seems important 
to establish which elements of supervision are key to its effectiveness as a method of 
learning for trainee psychologists, and the further professional development of 
qualified psychologists. Surprisingly, there has not been much research undertaken 
about the role o f supervision within the profession of clinical psychology, although 
there is much literature investigating the supervisory process within psychotherapy, 
counselling and social work, as well as research into more generic characteristics of 
supervision.
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This essay will explore which factors may influence the effectiveness of supervision 
as a method by which trainee clinical psychologists learn, particularly focussing upon 
the ethical issues which may arise within supervision. I will start by outlining the 
definitions of supervision, learning, and ethical issues. I will then review the literature 
on different models of supervision, before discussing my own experiences of 
supervision against two models which conceptualise the process of trainee learning 
within supervision. I will then conclude by discussing the implications that the 
research on supervision has for the profession of clinical psychology. This will 
include a brief discussion about the future of supervision within clinical psychology 
and different methods of supervision which might be utilised.
DEFINITIONS
Supervision
The BPS has not yet provided a definition of supervision within the context of clinical 
psychology and an agreed definition is generally lacking within the profession 
(Fleming & Steen, 2004). However, the BPS has some control over defining the goals 
of pre-qualification supervision through their requirements for trainees graduating 
with a doctorate in clinical psychology (BPS, 2002).
Most definitions of supervision emphasise the processes of promoting professional 
development and ensuring the safety of clients (Kilminster & Jolly, 2000). Bernard 
and Goodyear’s (1992) definition suggests that supervision is
“an intervention that is provided by a senior member o f a profession to a junior 
member or members o f  that same profession. This relationship is evaluative, extends 
over time and has the simultaneous purposes o f  enhancing the professional 
functioning o f  the junior member(s), monitoring the quality o f  professional services 
offered to the clients that she, he or they see(s), and serving as a gatekeeper fo r  those 
who are to enter the particular profession. ”
This definition does not appear to be so relevant for supervision of qualified 
psychologists because there is unlikely to be a gatekeeping role, and supervision may
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take on a less evaluative function. However, it seems to capture the key elements of 
supervision as I have experienced them as a trainee clinical psychologist so, as I will 
be concentrating on the role of supervision in facilitating learning and development of 
trainees, I have chosen it for the purposes of this essay. This description outlines the 
function of clinical supervision, which should be distinguished from a managerial 
supervisory role (Hawkins & Shohet, 2000; Scaife, 2001).
Learning
The term “learning” refers to the acquisition and development of a trainee’s skills, 
knowledge and understanding both personally and professionally in relation to the 
profession of clinical psychology (Scaife, 2001). I will be referring throughout the 
discussion to how different aspects of supervision impact upon a trainee’s learning 
experience.
Ethical Issues
An ethic is “a moral principle or set of moral values held by an individual or group” 
(Collins English Dictionary, 2003). Stoltenberg & Delworth (1987) suggest that 
ethical issues relating to the supervisory process can be divided into three categories: 
the overall principles of ethics as they are defined by those who study ethics, ethics as 
defined by a specific profession and ethics relating specifically to the supervisory 
relationship. This essay will include discussion of the latter two categories.
MODELS OF SUPERVISION
As psychologists, one way that we aim to increase the quality of our intervention with 
clients is to guide our practice using theoretical frameworks. This has become 
increasingly important in the context of government policies which emphasise 
evidence based practice. Over the years, psychological theories have led to the 
development of specific models which can be used to help guide our therapeutic work 
with clients presenting with specific difficulties. Similarly, theoretical frameworks 
and models of supervision aimed at understanding which elements of supervision are 
essential to facilitate learning, have been developed (but not specifically by
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psychologists). Although the vast amount of literature on supervision is based upon 
counselling, psychotherapy and social work, there has been much written about 
frameworks of supervision, aimed at understanding its generic processes regardless of 
professional membership (Beinart, 2004). Such models can potentially be used to 
underpin the approach chosen by a qualified psychologist, when supervising a trainee, 
to ensure that optimal learning occurs. Many different models of supervision have 
been proposed, however, there appears to be a significant overlap between their 
definitions of processes and functions key to supervision (Pratt, 1999). The BPS does 
not advocate the use of a specific model for the supervision of trainees (BPS, 2003) 
and there is evidence that the majority of supervisors within the UK do not utilise any 
particular model (Fleming & Steen, 2004).
I will discuss my own experiences of supervisions against two frameworks -  a 
developmental approach and a systemic approach, both of which I have found relevant 
to my supervision experiences to date.
Developmental Models
Developmental models of supervision originate from theories of human development 
and are based upon the idea that supervisees progress through a series of stages, 
identifiable by specific characteristics (Holloway, 1987). This approach suggests that 
supervisors need to adapt their style and approach, depending upon the experience of 
and developmental stage of the trainee, to ensure that their learning is optimal 
(Beinart, 2004). The BPS advocates a developmental approach in which the 
supervisor is required to modify their style of supervision to meet the needs of their 
trainee, so this framework should already be integrated into practice to a certain extent 
(BPS, 1995). Certainly I have sensed that all of my supervisors have altered their 
approach to supervision, as my placements have progressed and I have become more 
experienced.
Stoltenberg & Delworth’s (1987) Integrated Developmental Model (IDM) of 
supervision, is a generic developmental model which is not aimed at a specific 
theoretical orientation. Several developmental models have been proposed since, but 
some of these (e.g. Kaslow & Deering, 1994; Watkins, 1990) are psychodynamic in
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orientation, and Rodenhauser’s (1994), which is also a generic model, fails to suggest 
the supervisory approach which might be facilitative in each stage proposed.
Integrated Developmental Model (IDM)
This model suggests that supervisees' progress through four levels of development 
within three key areas (self and other awareness, motivation and autonomy). 
Progression in these areas occurs within eight domains -  intervention skills, 
assessment techniques, interpersonal assessment, client conceptualisation, individual 
inferences, theoretical orientation, treatment goals and plans and professional ethics -  
and a trainee can be at different levels of development in each domain. Stoltenberg & 
Delworth (1987) acknowledge that this is not an exhaustive list and, as such, it is 
possible that the model could be adapted to take into account the core competencies 
framework used within many psychology doctoral courses. The model utilises 
Piaget’s constructs of assimilation and accommodation as the processes which result 
in progression to a higher developmental level (Stoltenberg, 1993). I will focus my 
discussion on levels one and two because I do not believe that I have yet progressed 
beyond these stages in any domain.
IDM & Learning
Level one (self-centred) is characterised by a self-centredness relating to the trainee’s 
anxiety and insecurity about their own performance, although motivation is high. 
Trainee autonomy is low and consequently the supervisor is required to be very 
directive, acting very much as a teacher (Stoltenberg, 1993). At the start of my first 
placement I remember feeling insecure and anxious and, because of this, I focussed 
too much on my own performance when I was with clients. There is evidence to 
suggest that high levels of anxiety affect attentional abilities and performance levels 
(Eysenck & Keane, 1995) thus inhibiting the learning process, which supports the 
importance of approaching supervision in a manner that will reduce these anxieties. 
At this stage Stoltenberg & Delworth (1987) suggest that the supervisor needs to 
provide a structured environment, with positive feedback, and encouragement of the 
trainee to focus on their clients.
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As a trainee, my first supervisor was not overly structured, which may have been 
related to her psychodynamic orientation, and could be an example of how theoretical 
orientation of the supervisor will inevitably influence style of supervision (Holloway, 
1995). However, she initially provided me with much encouragement and support. 
This felt very containing and led to a decrease in my anxiety, allowing me to 
concentrate more on the content and process of my sessions. This resulted in a 
positive cycle of learning because concentrating more on the client improved my 
assessment of their difficulties, which provided more information for my formulation, 
potentially improving my intervention with the client. Improvement in the perception 
of my performance increased my confidence, decreased my anxiety and left me more 
able to concentrate on the client. Role-play might be a good supervisory approach at 
this stage because it encourages therapeutic techniques to become less conscious so 
that more attention can be paid to the client (Scaife, 2001).
When trainees move on to level two (client centred) they are more confident in their 
ovm skills and therefore more able to practice autonomously. However, Stoltenberg 
& Delworth (1987) suggest that the trainee will fluctuate between over-confidence 
and feeling overwhelmed, and motivation will vary as a result. They suggest that the 
supervisor needs to be less structured but engage in a significant amount of ‘emotional 
holding’ aimed at assisting the trainee to work through their ambivalence about 
becoming a therapist (Stoltenberg, 1993). I can identify with fluctuating between an 
increasing confidence that I am progressing as a therapist and an overwhelming 
feeling that I will never be competent. This has an impact upon my motivation and as 
a result I have had several conversations with one supervisor about my doubts about 
becoming a therapist. She responded to my concerns with empathy, and normalised 
the experience of ambivalence, which illustrated that I need not be worried by them.
The IDM also suggests that the trainee will become more aware of the client and may 
therefore experience overidentification, which will prevent a more objective 
formulation of the problem. In my adult placement I saw a client who constantly 
expressed her hopelessness about her circumstances. I found myself identifying with, 
and being drawn into, her feelings of hopelessness and I subsequently felt unable to 
achieve anything with this client. Through my re-enactment of this hopelessness in
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supervision, my supervisor was able to recognise my overidentification. This led to 
my realisation that the situation was not as hopeless as the client and I both thought, 
and we were consequently able to move forward with the intervention. This process 
of re-enactment has been named ‘parallel process’ (Hawkins & Shohet, 2000).
The IDM also takes into consideration the developmental stage of the supervisor 
(Stoltenberg & Delworth, 1987). It suggests a stagewise progression of expertise for 
supervisors, and highlight that a mismatch between a more advanced trainee and less 
experienced supervisor might inhibit a trainee’s ability to learn. Although I have not 
had many supervisors I have noticed that there appears to be a difference in the 
approach to supervision according to how experienced they are as a supervisor. My 
more inexperienced supervisors have appeared to be more structured and anxious 
about doing things right compared with my more experienced supervisors. For a 
trainee at my level this does not appear to be a problem, because structure helps, but a 
more experienced trainee may find it inhibiting. My relationships with more 
experienced supervisors have also been more collaborative than with less experienced 
supervisors, and I feel that I can learn more from a collaborative approach. These 
observations seem to be commensurate with Stoltenberg & Delworth’s (1987) 
suggested developmental levels. It is, however, difficult for me to determine whether 
such differences in approach were influenced by factors such as the supervisor’s sex, 
personality or theoretical orientation.
IDM & Ethical Issues
Stoltenberg and Delworth (1987) propose professional ethics as one of eight domains 
in which trainees will show developmental progression. The BPS provides 
professional ethical guidelines on competence to practice, obtaining consent, 
confidentiality, personal conduct and dual relationships (BPS, 2000). It is difficult to 
visualise how the developmental levels adequately describe how a trainee advances in 
the inclusion of ethics in their work. The self-focus of a level one trainee may prevent 
the trainee from being aware of ethical issues which are relevant to their client. This 
might mean that their supervisor needs to explicitly teach the trainee about integrating 
ethics into their work. Level two trainees often overidentify with the client which in 
itself may bring up ethical concerns. However, how a supervisor should meet the
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developmental needs of trainees in the domain of professional ethics seems to be 
unclear, which may mean that supervisors need more guidance than the model 
provides to ensure trainee learning in this area.
Stoltenberg & Delworth (1987) indicate that ethnicity and sex of the trainee will 
impact upon how they behave within each development stage. For example they 
suggest that while level two female trainees will overidentify with clients, level two 
male trainees may tend to withdraw. The model does not however include the effects 
of power differentials or working with difference (when at least one of the trainee, 
supervisor or client belongs to a minority group) on either the supervisory or the 
therapeutic relationship and how these issues may impact upon the learning of 
trainees. I am unsure that Stoltenberg & Delworth’s (1987) IDM provides adequate 
structure to ensure that trainees will effectively integrate ethical issues into their 
practice by the process of supervision. Developmental models have been criticised for 
the assumption that they are universally applicable and their lack of awareness of 
difference (Patel, 2004).
Evidence base
There appears to be only little support for Stoltenberg & Delworth’s (1987) model in 
the literature. I identified only one study (McNeill, Stoltenberg & Romans, 1992) 
which investigated and found support for the constructs of the IDM. Several other 
studies have found that different supervisory approaches are valued by novice 
compared with advanced psychology trainees (Border, 1990; Guest & Beutler, 1988; 
Stoltenberg, McNeill & Crethar, 1994). However they have been largely criticised 
because of their reliance on cross-sectional designs and there is a general absence of 
longitudinal research, although Border’s (1990) study, which investigated change in 
trainees over a semester, is an exception. There is also evidence of variables other 
than developmental stage (e.g. supervision content) which moderate the approach 
required from a supervisor (Watkins, 1995). Finally, I could find no evidence in 
support of the use of developmental models in supervising clinical psychology 
trainees in the UK, which may be important because of the difference in training 
between the US and UK.
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Limitations of the IDM
In addition to the lack of a supportive evidence base, a developmental framework 
seems to neglect many important key aspects which may influence how effectively a 
trainee can learn within the supervisory relationship. In addition to matching for the 
developmental stage of the trainee there is evidence that greater learning will occur if 
the supervisor can match their approach to the trainee’s individual learning style 
(Scaife, 2001). For example, I find visual and experiential learning more effective 
than verbal learning therefore I find modelling and role-play methods much more 
effective than reading about a technique. Further research also suggests the important 
role of the supervisory relationship (Ladany, Ellis & Friedlander, 1999; Worthen & 
McNeill, 1996), and the context within which supervision occurs (Falender et. al., 
2004; Holloway, 1987). Stoltenberg & Delworth (1987) themselves have 
acknowledged that models other than their IDM are important in explaining the 
influences on learning within supervision.
An Integrated Model - Systems Approach to Supervision (SAS)
Holloway (1995) is one researcher who has recognised the complex nature of the 
supervisory interaction and, as such, has highlighted the inadequacy of many 
unidimensional models which attempt to conceptualise it (Holloway, 1987). She has 
consequently proposed a model of supervision integrating the many factors 
highlighted by research as important to the process of supervision (Beinart; 2004; 
Holloway, 1999). Holloway (1995) suggests that the aim of supervision is to establish 
and maintain a supervisory relationship in which certain learning tasks (supervisory 
tasks), taught by strategies chosen by the supervisor (supervisory functions), are 
completed. The interaction between task and function determine the process of 
supervision.
The model further highlights the contextual influences on supervision by suggesting 
that there is an interaction between seven different factors within supervision. Within 
the supervisory relationship, the supervisor will identify what to teach (task) and how 
to teach it (function) and this supervisory process will be influenced by the contextual 
factors of the client, trainee and supervisor as well as the wider organisational context 
(Holloway, 1995). For example, within clinical psychology training the tasks of
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supervision will be influenced by the orientation of the supervisor, the contract 
defined by the academic institution, what occurs within therapy with the client, and 
the learning needs of the trainee.
SAS & Learning
Holloway (1995) explicitly places the supervisory relationship at the centre of her 
model. This is commensurate with research which suggests that regardless of the 
model of supervision used, the quality of the supervisory relationship is the key factor 
in facilitating the learning achieved by a trainee (Kilminster & Jolly, 2000; Ladany et. 
al., 1999; Worthen & McNeill, 1996). I believe that my own motivation to learn from 
a supervisor is enhanced if I feel comfortable within the supervisory relationship.
Holloway (1995) proposes three elements which define the supervisory relationship. 
Firstly, the interpersonal structure of the relationship which is determined by the 
power dynamics within the relationship. Although the power in the relationship 
initially rests with the supervisor as the evaluator, Holloway (1995) suggests that the 
distribution of power within the relationship is determined by the interaction between 
individual participants. I have found that the power differential within supervisory 
relationships has differed between supervisors, which suggests that it is determined by 
the interaction between the individual supervisor and me.
The next important element suggested, phases o f  the relationship, describes the 
development of the supervisory relationship from a formal to an informal interaction, 
which is determined by the participants’ knowledge about the characteristics of each 
other (Holloway, 1999. As this process occurs there is reduced uncertainty for both 
individuals because they are better able to predict the response of the other. With all 
of my supervisors I can identify a progression from a formal to a more non-formal 
relationship as we become familiar with each other, although the exact nature of the 
relationship has varied between supervisors. Finally the supervisory relationship is 
defined by a supervision contract which outlines the expectations of supervisor and 
trainee within the relationship (Holloway, 1999). Clarity of such expectations is 
important and I have recently experienced a difficult time on placement because 
supervisor expectations had not been adequately defined.
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Worthen & McNeill (1996) suggest that because supervision is crucial to the training 
of therapists, learning will be inhibited if the supervisory relationship is not effective. 
Within supervision, the extent of the learning process will be greatly affected by how 
open the trainee is about their therapeutic work, the supervisory relationship and 
personal information (Ladany, Hill, Corbett & Nutt, 1996). This seems particularly 
relevant within clinical psychology training because trainees are not required to be 
frequently observed, and the supervisor often relies on trainee description of therapy 
sessions. However, there is evidence that a high proportion of trainees withhold a 
range of important information from their supervisors, including clinical mistakes 
(Ladany et. al., 1996). The extent of this non-disclosure appears to be a related to the 
trainee’s perception about the strength of the supervisory relationship (Webb & 
Wheeler, 1998). This is concerning in view of research which suggests that a 
significant proportion of trainee psychologists report a negative experience of 
supervision (Moskowitz & Rupert, 1983; Worthen & McNeill, 1996).
I believe that there have been times when I have not felt able to disclose information 
to my supervisor because of my fear of their response. For me the power differential 
within the supervisory relationship has a strong influence on how much I feel able to 
disclose. In a collaborative supervisory relationship I am more likely to be open about 
mistakes I have made, and the discussion arising from this can be used to facilitate 
learning. I am also more likely to take risks and make autonomous clinical decisions 
when the power in the relationship feels more equal. One method that I have found a 
supervisor can effectively use to reduce the power differential is to self-disclose about 
their own mistakes and anxieties. Self-disclosure by supervisors has been identified in 
the literature as one aspect that facilitates a good supervisory relationship (Worthen & 
McNeill, 1996).
There are many studies which have investigated the qualities of a “good” supervisory 
relationship. Within this body of research is has been recognised that the supervisory 
relationship is more complex than just a dyadic interaction because it involves at least 
the trainee, supervisor and the client (Hawkins & Shohet, 2000). Falender et. al. 
(2004) suggest that a systemic perspective is helpful in highlighting the different
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contextual influences upon the supervisory relationship, which the SAS model 
achieves by including the context of the client, trainee, supervisor and organisation.
Holloway (1995) has indicated several constructs within each contextual factor which 
will influence the supervisory process (See Appendix One). As I have mentioned 
above, my own experiences combined with limited evidence from the literature 
suggests that a developmental approach to supervision can be useful. The SAS model 
proposes that supervisors undergo a developmental process as they become more 
experienced, which is consistent with the IDM model. Additionally, the SAS model 
integrates Stoltenberg & Delworth’s (1987) developmental ideas by suggesting that 
trainee learning style and needs, and how they approach supervision, are related to 
developmental characteristics such as the trainee’s ego-development (Holloway,
1999).
Ethical Issues
By integrating contextual factors into her SAS model Holloway (1995) explicitly 
appears to encourage supervisors to consider ethical issues with their trainee. The 
model suggests that ethical issues should be included in the supervisory tasks taught to 
trainees in supervision (Holloway, 1999). However, the ethics of working with 
difference are highlighted by the SAS model through the interaction between the 
different contextual factors of the client, the supervisor, the trainee and the 
organisation. A supervisor, trainee and client will bring to supervision their own 
characteristics and cultural identity, including race, sex, sexuality, religious beliefs, 
ethnicity and value systems (Holloway, 1999). This means that the impact of these 
factors upon the supervisory relationship and the process of supervision should be 
considered by the supervisor and trainee. There are many areas of difference that 
should be considered within supervision including ethnicity, sex, sexuality, race, 
religion and age but most research seems to have focussed on the areas of sex and 
ethnicity.
Difference in sex and/or ethnicity between participants in the supervisory interaction 
(i.e. the therapist, trainee and client) introduce implicit issues of power which should 
be a considered within supervision (Nelson & Holloway, 1990; Patel, 2004). The SAS
33
Volume 1____________________________________   Academic Dossier
model introduces power as one element which defines the supervisory relationship. 
Nelson & Holloway (1990) have found that both male and female supervisors do not 
encourage their female trainees to assume power in the supervisory relationship to the 
same extent as they do with their male trainees. In my experience I have found that 
there has been a more equal balance of power in my relationship with female 
compared with male supervisors. However, female trainees are also more likely than 
male trainees to defer power to the supervisor (Nelson & Holloway, 1990) so it is 
possible that my experience may be because I am more likely to defer power to a male 
supervisor compared with a female supervisor. There is also an inherent inequality in 
power between majority and minority groups within society. Majority ethnic groups 
are usually more powerful than minority ethnic groups within society and this 
dynamic can be transferred into the supervisory relationship (Ryde, 2000).
Holloway (1995) suggests that it is the interaction of individuals within the 
relationship that will determine the balance of power, which means that the 
participants are able to change the power dynamics. The SAS model highlights issues 
of power, sex and ethnicity so a supervisor using this framework can assist in 
redressing an imbalance of power due to sex or ethnic differences within the 
supervisory relationship (Nelson, 1997). Sex and ethnicity influenced power 
differentials are likely to be mimicked within the therapeutic relationship (Ryde, 
2000). The SAS model also encourages the supervisor to facilitate the trainee to 
identify power dynamics that working with clients with a different sex or ethnic 
background may create. The supervisor can further assist the trainee to address this 
with the client so that a collaborative therapeutic alliance can be established.
Similarly, the SAS model encourages the supervisor to include client, trainee and 
wider contextual factors such as age, sex, ethnicity and prevalent societal views when 
formulating and problems solving with the trainee about the client’s difficulties. I 
believe that encouraging a trainee to integrate issues relating to working with 
difference into practice is critical, and is something that is often overlooked by 
supervisors (Patel, 2004). I have experienced more than one supervisor who has not 
felt it relevant to include some of these issues within therapeutic work. A model 
which explicitly encourages such practice is therefore important.
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Evidence base
The components of Holloway’s (1995) model are base upon factors which have been 
consistently highlighted by research to be important to the supervisory process 
(Beinart, 2004; Holloway, 1999). However, there do not seem to have been any 
studies of the model as a whole and the patterns of interaction between its seven 
components remains unclear; although the complexity of the model may impede the 
establishment of such an evidence base. This model is based upon supervision of 
trainee counsellors so it may need adapting for the specific needs of trainee 
psychologists.
CONCLUSION
A review of the supervision literature illustrates several elements of supervision which 
may influence trainee learning. There is some evidence that supervision guided by a 
developmental framework may be important. However, this is a unidimensional 
approach which excludes other factors found to influence the supervisory process. 
Holloway (1995) provides a model which integrates the salient factors. There is 
strong evidence that the relationship between supervisor and trainee is key to how 
effective the learning experience will be. However, Holloway (1995) recognises that 
the relationship occurs within different systems which impact upon the relationship, 
and therefore the learning process for the trainee. Although many studies support the 
elements which make up Holloway’s (1995) model, more research about how the 
elements interact with each other is required. This appears to be a difficult goal to 
achieve because of the complexity of the interaction. Research into the effectiveness 
of the model to guide supervisory practice within clinical psychology would also be 
useful.
Although the literature has identified specific elements of effective supervision, there 
is evidence that most supervisors within clinical psychology do not utilise a specific 
framework to guide their supervisory practice. This raises concerns about the level of 
theory underpinning supervisory practice, which is aimed at ensuring learning is 
facilitated in both trainee and qualified psychologists. Given the growing importance
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of supervision as a method of learning within the profession of clinical psychology, 
and a tool for continuing professional development, there seems to be a need for 
greater scrutiny of the practice of supervision to ensure competence within 
supervision. This may be achieved through better training of supervisors and 
introducing supervision competencies which are evaluated over time.
Supervision of trainees occurs within the context of the NHS. The relevance of any 
research on supervision therefore needs to be viewed within this context. We can 
identify the qualities of effective supervision but we also need to determine whether 
practising them can be realistically achieved within the current structure of the NHS. 
There is an increasing need for qualified psychologists within the NHS which means 
that effective supervision must be provided within an environment where supervisors 
may already be pressured to cope with the demands of their waiting lists. It may be 
necessary to identify other methods of supervision, such as peer and group 
supervision, which can be used to facilitate trainee learning. This has begun to be 
integrated into our training course in the form of case discussion groups and peer 
evaluation. This may be an area to be investigated in the future, with a systems 
framework perhaps being a useful method of conceptualising a group approach.
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APPENDIX ONE: THE SYSTEMS MODEL OF SUPERVISION (HOLLOWAY, 1995)
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Problem Based Learning Reflective Account 1
Relationship to change
March 2005 
Year 1
42
Volume 1_________________________________________________ Academic Dossier
On reflecting back to when we were asked to give a presentation on ‘The Relationship 
to Change’ I can remember thinking “what an irrelevant and ambiguous topic to be 
spending our time on”. It all felt very overwhelming particularly as it was only our 
second day on the course. Such ambiguity and uncertainty felt threatening, especially 
amongst the barrage of information and new experiences that we were being asked to 
take in. Additionally, the very idea of a presentation made me want to hide away, as I 
have a great fear of them. I ’m very much aware, however, that my view o f the 
exercise had changed by the time we gave our presentation. At this point I was 
beginning to make links between the processes o f change, as defined by our group, 
and how these might affect and relate to my future clinical practice.
The process of planning and composing this reflective account provides me with a 
further opportunity to contemplate the PEL task with the advantage of hindsight, 
having now worked within a clinical setting. This task in itself has allowed me the 
space to draw further links between the exercise and my clinical practice, which I 
probably would not have done to the same extent had I not been required to. I will 
firstly describe the original problem and focus on some of the group processes 
involved in solving it, including our strengths and weaknesses. I will then outline the 
stages of change model, which was the focus of our presentation, and subsequently 
discuss the relevance of this model in light o f my clinical experience.
When our PEL group first met we didn’t know each other, so before we even started 
to look at the problem, we took some time to tell the group a bit about ourselves. This 
process felt important. It’s difficult to start working together on a problem with 
strangers, whom you have not had time to build a trusting relationship with. I believe 
that experiencing this situation and reflecting back on the process provides a certain 
level of insight into how it might feel for a client at the start o f a therapeutic 
relationship, when trust needs to be established to facilitate collaboration. It’s also an 
important process when working together within a multi-disciplinaiy team, although 
we might get more of an insight into this when we work with the dietetic students in 
the future. As the weeks progressed and trust was built between group members, I felt 
more confident in expressing my thoughts, feelings and ideas in relation to the 
problem.
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I feel that one of our strengths as a group was our co-operation and collaboration, 
which increased the cohesiveness of the group, and strengthened the relationships 
between us. Everyone was given the opportunity to contribute, highlighting the 
diversity of thoughts and experiences within even such a small group. We discovered 
that our experiences o f applying for training were very different, which illustrated 
how different people may experience and respond to a similar situation in completely 
different ways. This demonstrates the importance of avoiding assumptions about a 
client due to your own experience of a situation. It also shows how difference and 
diversity should not be seen as a barrier preventing progress, but can be harnessed to 
help solve a problem. For example. I’ve been working with a client suffering from 
depression who has interests very different from my own. We have made use o f his 
interests in order to increase his motivation and levels of activity.
We decided to try and understand our own experiences of change within the 
framework of Prochaska and DiClemente’s (1992) transtheoretical stages of change 
model which proposes that there are five stages of behaviour change -  
precontemplation, contemplation, preparation, action and maintenance. In 
precontemplation, a person is not considering change either because they have 
decided against it, or because they have not thought about it. During contemplation, 
the individual is aware that a problem exists and is considering change but is not sure 
about making the commitment to change. At the preparation stage, an individual is 
ready for change and plans to pursue a certain goal. The action phase involves 
intervention to reach this goal and finally, maintenance is a time when a person works 
towards maintaining the change and prevents relapse. The model suggests that people 
show different psychosocial characteristics depending on which stage they’re in and 
so the strategies used in an intervention should be matched according to these 
characteristics; this will help to advance them to the next stage. The model views 
change as a circular process, in which people can move back and forth through stages, 
as opposed to a linear progression from one stage to another.
My clinical experience has provided some evidence in support of the stages o f change 
model, although therapeutic change can also include emotional and cognitive change 
as well as behavioural change. I have found that trying to work on active change with
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a client when they are in pre-contemplation is difficult. I can relate this to a client I 
worked with who was referred for help managing his generalised anxiety. Although it 
was clear that he wanted to reduce the physical symptoms of his anxiety, so was in the 
preparation stage for this, I was unsure about his motivation to actively change 
behaviours which were helping to maintain the anxiety, such as avoidance of social 
situations. We started to work on changing these behaviours, however, the client 
disengaged fi*om therapy after a few sessions. With hindsight, spending more time 
helping the client to move to the contemplation stage may have engaged him to work 
more actively in future sessions. This may have been achieved, for example, by 
collaborating on a list of pros and cons about his current behaviours.
This example leads me reflect on how often we can fail to tailor interventions to the 
stage of change an individual is in. Clients can be referred to us without their consent 
or without understanding the role of psychology, so can often be in the pre­
contemplation stage. The stages of change model suggests that a clinician should 
tailor their intervention according to the pre-contemplation stage and by doing so, this 
should help move the client on to the contemplation stage. However, in my trust if  
someone is at the pre-contemplation stage we will discharge them without engaging 
with them. Although this is understandable in light of long waiting lists and lack of 
resources, it may be appropriate in some situations to have more open discussions 
about the different stages o f change so that the possibility of change in the future is 
highlighted, and hope is elicited.
In addition, my clinical work has illustrated that change is often not as straight 
forward as the model suggests. Even if a client is at the contemplation or preparation 
stages, change may not be possible because of the maintaining influence o f systemic 
factors. This can be illustrated by a client who was referred to me with severe 
depression. She had three children including a son with ADHD, worked as a cleaner 
and was responsible for all the household chores. In addition family and fiiends 
would constantly ask her for favours and she found it difficult to say no. She felt 
worn out and wanted more time for herself. We did some work together on 
assertiveness and getting her needs met, however, it soon became clear that such 
change would be difficult for her, as her role within her family system and fiiendship
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networks was to be the reliable one. This appeared to be a significant barrier to 
change for this client.
It’s interesting to reflect upon on how we presented the stages of change model as a 
very neat and helpful way of viewing the process of change for a client. Integrating 
experience in clinical practice with the stages o f change model, I ’m not sure that we 
would necessarily have presented this model in such a positive light and would be 
more aware of the complexities of change and the difficulties of applying the model in 
practice. It’s also apparent that we can draw on several models of change during a 
therapy session, which are all applicable to the work, rather than relying on a single 
model to inform our work.
I ’ve found it interesting and informative to consider the process of the PEL task as 
analogous to a therapy session. Although there are many differences between the two 
situations, I feel that there are also similarities between them, and that comparing 
them will facilitate my learning. Firstly, both situations require adherence to the 
scientist-practitioner model where action is guided by psychological theory. We 
selected a model for the PEL task which we felt could help us to make sense of, and 
understand, our experiences of change. We then searched through the literature to 
ensure that the model was evidence-based. Similarly, we use evidence-based 
psychological models in a similar way to help understand and formulate the 
experiences of our clients.
However, I can recall occasions when I have tried to fit a client’s experiences to a 
psychological model, rather than adapting the model to the client’s individual 
situation, and felt frustrated when this has not been possible. Relating this to the PEL 
exercise, it felt that we were all trying hard to fit our experiences to the model rather 
than adapting the model in order for us to make sense of our experiences. There was a 
sense that we were trying to create the “perfect presentation” and in doing so tried to 
come up with aspects of our experiences which could illustrate the different stages of 
change. I think this might have been particularly the case for the maintenance stage, 
when our experiences of change did not easily illustrate the maintenance stage o f the
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model. I feel that I need to be more aware of this and use psychological models as a 
guide rather than an absolute way of understanding all problems.
Secondly, the narrowness of using only one model to help understand our experiences 
of change is analogous to applying only one approach to a client’s difficulties. This 
may not always be appropriate for the person. I have found a more integrative 
approach to be useful in my clinical practice so that, although CBT is the main 
approach that I use, I try to draw upon psychodynamic and systemic principles to aid 
my work. For example, I am mainly utilising a cognitive model o f depression (Beck 
et. al., 1979) to aid my work with a particular client. However, I am also being guided 
by psychodynamic principles which assist my awareness of issues such as 
transference, counter transference and defences. I am additionally aware of some 
systemic issues such as the affect of change upon this client’s wife. Drawing upon 
models other than CBT has added to my understanding of the client’s difficulties. 
Similarly in the PEL exercise, drawing on different models of change may have 
contributed to an understanding o f our experiences in different ways.
Alongside the scientist-practitioner model should be the capacity to reflect on how we 
as clinicians and humans use psychological theory to facilitate change in our clients. 
Such reflection encourages our own growth both as a person and a professional. I feel 
that through reflective exercises such as this, my thinking has shifted from being more 
concrete to more abstract in relation to both my academic and clinical work, although 
I still think I have a long way to go. I believe that the ability to think abstractly 
facilitates the development of transferable skills, as lessons learnt from one area can 
be more readily utilised in another area. I also realise that exposure to the feelings of 
uncertainty and ambiguity by this task has been beneficial, as I often experience 
ambiguity in terms of referrals, and uncertainty in how to proceed as a clinician. I feel 
that I am now more at ease with uncertainty and lack of structure, encouraging me to 
be more flexible and dynamic as a therapist.
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Children/People with Learning Disabilities
March 2006 
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At the beginning of the first problem based learning (PEL) task I remember feeling 
quite cynical about its usefulness, and I really couldn’t understand how it was meant 
to relate to clinical psychology training. I was therefore pleasantly surprised after 
writing my first reflective account to discover how much I had actually gained from 
the exercise. With this in mind I started the most recent PEL task with mixed 
feelings: hopeful that it would be another worthwhile experience but wary about the 
limited time that we had to focus on the problem before presenting to the rest of our 
year. The new PEL task also marked the introduction of a new facilitator to the group 
who would remain with us for the next year of case discussion groups. I will start this 
account by briefly reflecting on the impact of our new facilitator on the group. Next, I 
will outline the PEL task and describe how the group initially approached it. I will 
then identify how I might approach several aspects of the PEL task differently in light 
of my recent clinical experience, and conclude with a brief reflection on the process o f 
completing the PEL task.
The introduction of a new person into an established group always feels like an 
unsettling experience because of the uncertainty of how it will affect the group 
dynamics. I certainly felt both wary and excited at the prospect of having a new 
facilitator who we didn’t really know, but would offer a different perspective to our 
group. I also imagine, based upon my experiences of starting a new placement, that 
joining an established group could have been a difficult experience for our new 
facilitator. I ’m not sure that we as a group did our best to welcome her. We didn’t 
feel the need to spend time getting to know each other, despite her presence, and we 
therefore immediately focussed on the task. I wonder how this felt for her. I recently 
had an experience on placement in which I wasn’t introduced at a team meeting and 
subsequently felt like an outsider who didn’t have permission to contribute to the 
meeting. I believe that this was a weakness of our approach to the task because we 
potentially could have alienated a valuable team member. Fortunately this oversight 
on our part did not seem to deter our facilitator who, in retrospect, was invaluable in 
guiding the group in our exploration of the task. Maybe being too task focused is 
something to remain aware of when meeting new clients or colleagues in the future.
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The PEL task was based upon a vignette outlining a child protection case. We were 
asked to imagine that we were a psychologist requested to undertake a risk assessment 
which would inform a court decision about whether or not 3-year-old twins should be 
permanently removed from their parents. This was a complex case with many 
different issues to be considered including people with learning disabilities as parents; 
the impact of domestic violence on children; the impact of gender roles and poverty 
upon the family; multi professional involvement; and the role of psychologists in child 
protection and court work.
We have leamt much about our individual and group strengths and weaknesses over 
the past year which has consequently increased our effectiveness when working as a 
team. Our group had previously found it useful to allocate different members to the 
roles of chair, minute taker and time keeper, which is something that we repeated on 
this occasion. We started by brainstorming all the different issues that the vignette 
seemed to present. We divided these amongst the group members and each went off 
and researched our chosen areas before summarising our findings to the group. I feel 
that one of the strengths of our group’s approach was that we considered a broad 
range of issues in relation to the vignette before narrowing our focus. I find that this is 
a useful approach when I assess a new client on placement because it reduces the 
chance that I will miss something that may be important to their presenting problem.
An area which I researched was the impact of domestic violence upon children. 
Although the vignette didn’t indicate that the children were actually the victims o f 
physical abuse, they had witnessed their father being abusive towards their mother. I 
discovered that children who witness domestic violence have similar psychosocial 
outcomes to children who’ve been physically abused themselves (Mullender, 2004). 
Initially after summarised these findings to the group, we decided that the abusive 
relationship between the twins’ parents would be an important consideration within 
our risk assessment. On reflection, however, it seems at if  we lost sight of the impact 
that witnessing domestic violence can have upon children, and it subsequently 
appeared to become less central to our thinking over time. Humphreys & Mullender 
(2000) have found evidence to suggest that there is a dominant pattern in which 
professionals minimise and avoid the effects that domestic violence can have on
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children. I wonder to what extent our group were engaged in this process o f 
minimisation.
I have now had firsthand experience of the complex issues which may arise for 
children as a result of domestic violence. I’m currently seeing a client who was 
referred to my CAMHS team for anger management problems. I discovered that his 
father had been physically abusive towards him, his brothers and his mother for 
several years before his parents separated. This experience of domestic violence 
seems to have impacted upon him in several ways. Firstly, he seems to have leamt to 
express his anger in an aggressive way. Social learning theory suggests that we learn 
many behaviours through watching what others do (Hogg & Vaughan, 1998), and it 
appears that he has learned to express his anger in an aggressive manner. Secondly, 
he appears to suffer fi-om low self-esteem. He has expressed a dislike for his father 
because of his aggressive behaviour, which has left: me wondering to what extent he 
dislikes himself because he behaves in a similar way. Finally, he does not appear to 
get the emotional response that he wants firom his mother and it is known that children 
who live within abusive environments are likely to form insecure attachments with 
their parents (Howe, 2000).
This experience has illustrated the future impact that domestic violence can potentially 
have. I f  I was to repeat the PEL task I think that I ’d have more insight into what the 
twin’s future could look like if  they remained in their current environment. I feel that 
I would be less likely to minimise its impact and would have more of a sense about it 
being a risk factor for the twins. However, not all children who are exposed to an 
abusive environment will have poor outcomes in the future (Humphreys & Mullender, 
2000) and my experiences on placement have also illustrated how I shouldn’t 
underestimate the resilience that can exist within some families. I find that it is often 
easy to become focussed upon risks and difficulties within a family and that more 
emphasis should be placed on their strengths and resilience when making any 
decisions based upon risk.
Something that the group really struggled with when completing the PEL task was 
making the decision about whether the twins should be permanently removed Jfrom
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their parents. We were all aware of the impact that this decision would potentially 
have both on the parents and the twins themselves, and that there could be positive 
and negative consequences either way. For example, research has shown that children 
left with their parents in a neglectfiil environment and children placed into care can 
both have poor psychosocial outcomes (Mullender, 2004; Roy, Rutter & Pickles,
2000). On the one hand I feel that it’s good that we struggled with this decision 
because I ’d not want to take such a decision lightly. However, it felt as if  we were 
searching for some level of certainty that the decision we would make would lead to 
the best outcome, and it was this lack of certainty that was holding us back. I feel that 
this is something I personally struggle with because of the fear that making the 
“wrong” decision might mean that I ’m a bad clinician.
I’ve recently gone through a similar struggle when making a decision about whether 
or not a child meets the criteria for Asperger’s Syndrome. After discussing my 
assessment and the criteria for making an Asperger’s diagnosis with my supervisor, 
we decided that she did meet the criteria. However, this decision led to uncertainties 
about the potential consequences of labelling her for life versus her parents being 
unable to access the resources that she needed without the label. These dilemmas led 
to a similar feeling of anxiety about making the “right” decision that I experienced 
during the PEL exercise. However, it appears that it is often the nature o f the work 
undertaken by clinical psychologists that we are placed in this position, so I have 
realised that it is important for me find a way of dealing with my discomfort about 
uncertainty.
What helped me to make the decision about diagnosing my client with Asperger’s 
Syndrome was keeping in mind her best interests based on the information I had 
available to me at the time. I also found that working through the pros and cons o f a 
diagnosis with the family, and discussing the meaning that a diagnosis held for them, 
assisted me with my decision-making. Certainly the concept of a professional 
working with the parents to help them understand the rationale for the risk assessment, 
and to provide them with the opportunity to become “good enough” parents would 
assist me in making a decision. I would be more confident that services had done as 
much as they could to prevent the twins being removed from their parents.
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Another aspect of the vignette that I personally struggled with was holding the 
perspectives of different people in mind. Coming from an adult placement I mostly 
used an individualistic CBT approach in which I would build a therapeutic 
relationship through empathising with the client and their perspective. However, I 
find that when I’m assessing a family it becomes more difficult because the 
perspective of more than one person needs to be held in mind. I have found that 
formulating within a CBT framework does not accommodate these differing 
viewpoints. The systemic framework that I have applied when working with families 
on my child placement has been invaluable in enabling me to process more than one 
perspective in a way that prevents blame and polarisation, but still keeps the child’s 
needs at the centre o f my intervention. I found that when completing the PEL task 
I’d flip between the parent’s and the children’s perspectives and it was difficult to see 
both at the same time. Applying a systemic framework to the risk assessment would 
potentially lead to a fairer assessment of the situation while keeping the twins’ needs 
as the central focus. It would also have been easier to include a formulation about the 
effect that the multiprofessional input having on the family and the parent’s ability to 
parent their children using a systemic framework.
Once again in retrospect I ’m left contemplating that this PEL exercise has been more 
useful than anticipated, although I’m not as surprised by this discovery as I was 
following the first task. The opportunity to reflect on the task several months on 
seems to facilitate and consolidate learning by encouraging links between our 
academic environment and experience. What I have enjoyed about this reflection has 
been the ability to gain a sense of what has been leamt on placement by re-visiting the 
task which was completed prior to the child placement and comparing how we 
approached it then to how we might approach it now. Through the process of 
reflection I now feel that I’ve moved from a position of cynicism towards PEL to a 
curiosity about what I discover through completing the next one.
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Problem Based Learning Reflective Account 3
Older People
February 2007 
Year 3
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We started our final Problem Based Learning (PEL) task in September 2006. This 
was our fourth experience of PEL, so I initially felt pretty confident about how our 
group could approach the problem. Gone were the feelings of uncertainty and 
hesitation that I remember experiencing when we were first introduced to PEL. This 
feeling of familiarity was welcome given the percentage of time I spend as a trainee 
feeling uncertain. It was tempting to welcome such familiarity and routine with open 
arms. However, this increase in confidence, due to the familiarity of the PEL process, 
may also have had a downside in reducing the creativity through which we 
approached the PEL task on this occasion. I will start this account by briefly outlining 
the PEL task and describe how the group initially approached it, compared with other 
PEL tasks. I will then discuss the strengths and weaknesses o f our approach and 
identify how I might approach the PEL task differently in light o f my recent clinical 
experience. I will conclude with a brief reflection on the process of ending PEL.
For the PEL we were given a vignette outlining a problem which could be 
encountered within an older people service. It involved an older man of Pakistani 
origin (Mr Khan), with Islamic beliefs, who had been reported by his daughter to be 
suffering from memory problems. He had recently suffered the loss of his wife and 
had subsequently fallen out with his religious community. He had moved to the UK 
when he was a young man, so his children had a mixed cultural upbringing and this 
had led to a potential conflict of beliefs between family members. Like other PEL 
vignettes, this was a complex case with many different factors and issues to be 
considered.
Our group fell back on our well established approach for PEL tasks which included 
brainstorming our ideas about the vignette, categorizing them and then dividing them 
up for group members to research. This approach has always worked well for us so 
we seemed to implicitly agree that this was the way forward. This may partly have 
been related to the time pressure that we all felt under, leading us to opt for the easiest 
route to complete the task. This may mimic the time pressures which are also likely to 
be in operation when working as a practitioner within the NHS. There may be the 
same desire, when working clinically, to take the easiest and more automatic route to 
completing work. However, there is a danger of processes becoming over-learnt and
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therefore automatic rather than something that evolves and is thought about. This can 
be seen in the context of therapy where it might become easy to fit people to models 
rather than taking an individualistic approach which uses psychological models to 
assist a unique formulation. I feel that this is something to be aware of because we 
should always be thinking about the reasons behind what we’re doing, which will vary 
between cases.
This process also reminds me about the concept of cognitive short-cuts, which are 
“rules of thumb” that help us to filter complex information (Eysenck & Keane, 1995). 
For example, categorisation is a short-cut by which we tend to view the world in terms 
of groups and categories. These short-cuts can be useful because they help us to 
process a high volume of information and problem solve quickly. For example, there 
is evidence that specific thinking patterns are related to a depressive presentation so, 
in this case, we could use this categorisation to aid formulation of a client’s 
difficulties. These heuristics can therefore be usefiil within the NHS where there are 
often long waiting lists and we have a limited number o f sessions in which to work 
with clients. However, cognitive short-cuts are also known to lead to errors in how 
we perceive the world (Eysenck & Keane, 1995) and this may have significant 
implications if decision-making within a clinical setting is affected. Redelmeier 
(2005) suggests that medical misdiagnoses can often by the result of such cognitive 
short-cuts. Such errors are likely to be the same when we practice clinical 
psychology. For example, as mentioned above, cognitive short-cuts can potentially 
inhibit individualised formulations. We’re all susceptible to using cognitive short-cuts 
to help us understand the world so it seems unrealistic to expect that we can eliminate 
them completely. However, working as a reflective practitioner may help us to 
identify when we have become the victim of cognitive errors which are likely to be 
impacting negatively upon our clinical work.
When confronted with a PEL task it can be tempting to launch straight into problem 
solving mode. However, on this occasion, our facilitator encouraged us to take a step 
back from being task-focused to reflect upon our initial emotional reactions to the 
vignette, and how this might impact upon the approach we would take. I found this to 
be a useful exercise, particularly as we came to realise that the vignette elicited strong
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anxieties, which highlighted our assumptions and biases and how these might effect 
how we would approach this case in practice. This process was a good exercise in 
emphasising the importance of being reflective at all stages within our clinical 
practice. We also took time after completing the task to reflect back upon the process 
of completing the PEL, which gave us some interesting insights to reflect upon in our 
presentation. I feel that the combination of task focus and reflection was a strength of 
our approach as a group.
It was interesting that in this reflective process many of our group experienced a 
'strong initial reaction to Mr Khan’s children and the impact that their cross-cultural 
upbringing may have had on their perception of Mr Khan’s memory problems. We 
seemed to spend a significant amount of time discussing these issues which appeared 
to be potentially very relevant and important to the case. However, as time progressed 
we seemed to lose sight of these issues, becoming focussed upon the process of 
differential diagnosis instead. After working within an older people service for 
several months I’ve developed a greater awareness of the highly significant impact 
that family members can have on the care of older people.
I’ve been surprised how often I ’ve found myself talking to the children or spouses of 
my client rather than the individual who has been referred. This may be because 
family members often take on the role of caregiver of the older person, in terms of 
both physical and socioemotional care (Prochaska & Glasser, 1996). I’ve found 
myself responding cautiously when speaking to family members because of issues 
around confidentiality and consent. However, there is much evidence around the 
impact that caring can have on both the carers and the person being cared for 
(Eaumgarten et. al., 1992). A review of the literature suggests that caregiving is a 
joint process between formal and informal systems and that drawing on the unique 
skills of both will maximise the outcomes for the recipient of care, the caregivers and 
the professionals involved (Walker, Pratt & Eddy, 1995). If  I were to repeat the PEL 
task I think these experiences would mean that I’d be much more aware about the 
importance of working with families, and the impact that conflict within the family 
system can have on the care of an older person, particularly when working with more 
family oriented cultures.
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As already mentioned, our group decided to focus on the role of a psychologist within 
the process of differential diagnosis o f memory problems. On reflection, it’s 
interesting that most o f the group members were working within placements 
dominated by the medical model at this time. These systemic influences may have 
had a strong impact upon the focus of our presentation. This seems to illustrate how 
systemic beliefs and patterns of interaction can influence individual beliefs and 
behaviours (Vetere & Dallos, 2003). Working reflectively can potentially enable us to 
identify these systemic influences and how we can get drawn into certain practices. 
However, although it is important not to lose sight o f the psychological basis of 
presenting problems, aiding in the differential diagnosis of memory problems is one of 
the roles fulfilled by psychologists within older people service so taking this focus for 
our PEL task meant that we leamt a lot about this process and the impact that systemic 
influences can have on this process. This knowledge has been invaluable on my 
current placement where I have been involved with several clients who have been in 
the process of being assessed to determine whether they may be suffering from 
dementia.
Physical health problems are also prominent within older people services and these 
can often be linked to psychological difficulties. Although we as psychologists often 
place ourselves in the position of questioning the medical model, I have found that it 
is often important to work alongside this model instead of advocating against it. 
Many of my older clients have been used to the diagnostic language o f medicine and 
are more comfortable with a medical as opposed to a psychological approach. This is 
something that I have found that I need to work with in order to engage older clients 
in psychological therapy. I have leamt to be cautious about imposing my own beliefs 
about issues such as diagnosis and labelling onto my clients who I have found can 
sometimes find these concepts helpful.
Following our presentation our group were given feedback about how we approached 
the task. One comment was that it was wonying that we had allowed time pressure to 
prevent us from being creative in our work, and that this is something that we should 
we wary of in the NHS. I agree that it would be a shame if  pressures of working life 
were to stifle creativity completely, and this is indeed something to be wary of.
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However, from my experience is appears that the realism of working within the NHS 
is that there will be restrictions placed on what can be achieved, in terms of time and 
resources, and that perhaps a balance between creativity and working within these 
restrictions needs to be achieved. I have found it useful to apply the concept o f “good 
enough” parenting to my work in thinking about “good enough” psychological input 
for clients.
Although we continued to take our usual approach, it’s interesting to note that the 
group did not allocate roles such as chair and note-keeper as we had done for previous 
tasks. This may have been related to an increased awareness of each others’ strengths 
and weaknesses, and that we have progressively settled into specific roles within the 
group. Social psychology theory about the structure of groups suggests that behaviour 
of individuals within a group is determined by their specific “role” (Hewstone, 
Stroebe & Stephenson, 1988). These roles are partly maintained by the evaluation of 
status within the group. When we completed the original PBL task we did not know 
each other and therefore felt the need to assign roles within the group. However, as 
the group evolved and we became a more cohesive, we may have tacitly assumed 
specific roles which may have taken away the need to allocate group roles. This 
appeared to facilitate the problem solving process and may have been an indication 
that we’re now working better as a team.
So, it’s now finally time to say goodbye to PBL. At times it has been difficult to see 
the benefits of completing these tasks, particularly when the workload has been heavy, 
but I have to admit that I always learn more than I expect on each occasion. One 
aspect which I have really enjoyed has been seeing how differently each group has 
approached the tasks, and this in itself has provided me with other perspectives and 
ways of thinking about the vignettes we’ve been given. It’s also amazing how much 
these reflective accounts can illuminate and I think that this highlights how much can 
be gained from working as a reflective practitioner.
61
Volume 1__________________________________________  Academic Dossier
REFERENCES
Baumgarten, M., Battista, R.M., Infante-Rivard, C., Hanley, J.A., Becker, R., & 
Gauthier, S. (1992). The psychological and physical health of family members caring 
for an elderly person with dementia. Journal o f  Clinical Epidemiology, 45(1), 61-70.
Eysenck, M.W., & Keane, M.T. (1995). Cognitive Psychology: A Student’s 
Handbook Ed). Hove: Psychology Press Ltd.
Prochaska, T.R. & Glasser, M. (1996). Patients’ Views of Family Involvement in 
Medical Care Decisions and Encounters. Research on Aging, 18{\), 52-69.
Redelmeier, D.A. (2005). The cognitive psychology of missed diagnoses. Annals o f  
Internal Medicine, 142(2), 115-120.
Vetere, A. & Dallos, R. (2003). Working Systemically with Families: Formulation, 
Intervention & Evaluation. London: Kamac.
Walker, Pratt & Eddy (1995). Informal Caregiving to Aging Family Members: A 
Critical Review. Family Relations, 44 (4), 402-411.
62
Volume 1_______________________________ ;_________________Academic Dossier
Summary of Case Discussion Group
Process Account 1
September 2005 
Year 1
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Case discussion groups (CDGs) were introduced in our first year, as a place for us to 
reflect upon the experiences gained through clinical training. We were randomly 
assigned to groups of five trainees, who were to stay together for the three years of 
training, and a facilitator, who would change each year. The process account reviews 
my personal experiences of the CDG in the first year, and discusses them in light of 
clinical experience and practice.
The account started by describing the initial development o f our CDG and its 
evolution over time. The main themes discussed were uncertainty and anxiety felt by 
the group about the purpose of the group and its direction, and the process of deciding 
how we were going to use the group. I also reviewed the strengths and weaknesses of 
the approach taken by the group. The account then moved on to reflect about how I 
viewed my own contribution to the group and its development, and how in turn the 
group influenced me from both a personal and professional perspective. This 
highlighted my own strengths and weaknesses in terms of interacting within a group 
environment, and what I was able to gain firom others within the group.
I then continued the account by considered the group processes and dynamics which 
may have influenced the development of the group, and my role within these 
processes. The major point explored was the lack of a defined leader within the 
group, and how this role was allocated to the group facilitator who was perceived as 
the “expert” within the group. The impact that this has upon the group dynamics and 
development of the group was further explored. Finally, I ended by briefly focussing 
on the implications that these reflections might have for the future o f the CDG.
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Summary of Case Discussion Group
Process Account 2.
July 2006 
Year 2
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We started the second year o f case discussion groups (CDGs) with a problem based 
learning task (PBL) and a new facilitator. Our group had experienced our CDG as 
“unsuccessful” in the first year, and had consequently not been engaged in the group 
process. However, there was a different atmosphere following the second year, with a 
greater sense of cohesion between members, and greater engagement with the group 
process. This account reviewed this developmental journey, in light of clinical 
practice.
The account started at the beginning of the PBL exercise and reviewed the progress of 
the group over the year. Main themes were an exploration of the impact of our new 
facilitator upon the group, and the group’s decision about the purpose and structure of 
the CDG. I also explored members’ greater ownership of the group, and how this may 
have helped us to become engaged with the group process. I then reflected on what I 
perceived my contribution to the development of the group had been, and how others 
may have experienced this. I then identified how other group members may have 
influenced the group and their impact on my own personal and professional 
development. I linked this to my own increased engagement with the group and 
recognition of what I could offer, and what I was able to learn fi-om others within the 
group.
I continued by reflecting upon group processes and dynamics, influential in the 
evolution o f the group, and my role within these. I again focused on the impact that 
greater ownership may have had on the group dynamics, and the resultant sense of 
cohesiveness and development of group identity which seemed to occur over the 
second year. Finally, I considered the future of the group and its position on entering 
the final year of training.
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Summary of Adult Mental Health Case Report 1
A cognitive-behavioural assessment and intervention with a 52-year-old man 
presenting with severe depressive symptoms.
May 2005 
Year 1
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Presenting Problem
Jeffrey Jones is a 53-year-old white, Scottish man whose first language is English. He 
was referred to the Primary Care Mental Health Team (PCMHT) by his G.P. for help 
with managing his symptoms of depression. He was subsequently referred for a 
psychological assessment by the PCMHT psychiatrist.
Assessment
The assessment was completed by me^ over a period of four sessions, using face-to- 
face interview sessions. Further information about patterns of low mood was gained 
using activity and mood monitoring forms. The Beck Depression Inventory (BDI) 
and the trust risk assessment form were also completed.
Formulation
The assessment identified Jeffrey’s main problem as low self-esteem. He reported 
feelings o f worthlessness, and was overwhelmed by thoughts about personal failures. 
He experienced low mood, nightmares, fatigue, increased appetite, concentration 
problems and anhedonia. Jeffrey was verbally and physically abused by his father, 
and he felt that his mother did nothing to prevent this from happening. He was also 
bullied at school but found that he could make people laugh and consequently became 
a jovial and gregarious person.
A number of events had contributed to Jeffiies low mood. He experienced a series o f 
bereavements over a short period o f time including his grandparents, aunts, uncles, 
cousins, father, mother and brother. The accumulation o f these events seems to have 
precipitated Jeffrey’s difficulties which started following his brother’s death about ten 
years ago. He gradually become more introverted and began pushing people away. 
His mood and behaviour towards others becoming progressively worse and he ran up 
large debts through gambling. He was finally prompted to seeking help following a 
serious argument with his wife in 2004.
Jeffrey’s difficulties were conceptualised in terms of Beck’s (1967, 1976) cognitive 
model of depression. According to this model, early experiences lead to the
* Case reports are written in the first person to facilitate personal reflection about the work undertaken.
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development of dysfunctional assumptions and beliefs about the world and oneself, 
which are activated by congruent events. Jeffrey was abused by his father and bullied 
at school and may have developed the belief that “I am unlovable”. However, he was 
able to make people laugh so he may have developed the assumption “if  I am 
gregarious then people will like me”, which allowed Jeffrey to maintain his feelings of 
self-worth. Following a series of family bereavements, Jeffrey went through a period 
of grieving. However, during this time he was unable to behave gregariously. He was 
unable to meet his assumption that “if  I make people laugh then they will like me”, 
which may have activated his core belief that “I am unlovable”.
Beck (1967, 1976) suggests that when core beliefs are activated the person will 
experience negative thoughts which lead to the behavioural, motivational, affective, 
cognitive and somatic symptoms of depression. These symptoms lead to an increase 
in negative thoughts about the world, oneself and the friture (cognitive triad) thereby 
creating and maintaining a vicious circle. The activation of Jeffrey’s core belief 
generated negative automatic thoughts such as “I am useless; I can’t do anything right; 
my family would be better off without me”. Consequently his mood became low, he 
began to socially withdraw and his motivation decreased. He experienced problems 
with memory and concentration, had difficulty sleeping and his appetite increased. 
Additionally, he tried to cope with his difficulties through excessive spending which 
led to money problems for his family. These symptoms led to further negative 
thoughts about himself such as “I can’t remember to do even simple things. I ’m so 
useless”. These thoughts maintained his symptoms of depression thereby creating a 
vicious circle.
Action Plan
A cognitive formulation of Jeffrey’s problems led to action plan based upon a 
cognitive approach. This was guided by Leahy & Holland (2000) and Fennell (1989), 
and included socialisation to treatment, activity monitoring & scheduling, identifying 
& challenging negative automatic thoughts and a review of outcome & relapse 
prevention.
69
Volume 1___________________________________________________ Clinical Dossier
Intervention
Initial Sessions
Initial sessions were spent discussing the rationale for cognitive therapy and 
establishing both our expectations about the therapeutic process.
Behavioural Intervention
Using activity monitoring we were able to identify activities associated with low 
mood. We scheduled hobbies that Jeffrey previously enjoyed at times when he was 
lowest in mood. We also identified that Jeffrey mood was highest when he was with 
others so we scheduled in time to spend with family and firiends.
Cognitive Intervention
Negative thoughts records were used to identify Jeffrey’s negative thoughts. He 
found it difficult to generate an alternative perspective to his negative thoughts which 
we linked to his tendency to think in black and white terms. This meant that he 
thought people were either all good or all bad and he therefore found it hard to 
identify any good qualities within himself. We set up a behavioural experiment to 
challenge his black and white thinking in which he asked people whom he liked and 
disliked to give him feedback about his strengths and weaknesses. Jeffrey was 
surprised to find that people, whom he considered not to like him, were able to 
identify his strengths as well as his weaknesses. Several such cognitive techniques 
were used to help Jeffrey look at situations in a different way.
Jeffrey began to employ challenging and restructuring techniques in everyday 
situations which he had previously found difficult to cope with. However, he still had 
difficulty managing his negative thoughts about himself, which might have reflected 
an enduring low self-esteem rather than be the result of low mood (Fennell, 1989).
Outcome
Jeffrey’s BDI score reduced by 16 points following therapeutic intervention, although 
his score indicated he was still showed symptoms of depression. Importantly, his risk 
of self-harm had reduced significantly. He described an improvement in motivation 
and he had re-introduced hobbies and social activities into his life. However, Jeffrey
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revealed that he still felt an underlying low mood which he related to his early 
experiences. On this basis, he was referred for psychoanalytic psychotherapy.
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Summary of Adult Mental Health Case Report 2
A cognitive-behavioural assessment and intervention with a 48-year-old woman 
presenting with generalised anxiety.
September 2005 
Year 1
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Presenting Problem
Sally Smith is a 48-year-old white, British woman whose first language is English. 
She was referred by her GP to the Primary Care Mental Health Team, at her request, 
after becoming overwhelmed by persistent symptoms of anxiety. She was 
subsequently referred for a psychological assessment by a team Mental Health 
Practitioner.
Assessment
I carried out the psychological assessment alone, using four face-to-face interview 
sessions. Previous case notes were accessed and further information about Sally’s 
worrying thoughts were gained through a worry record. The Beck Anxiety Inventory 
(BAI: Beck & Steer, 1987) was also completed.
Formulation
Sally’s difficulties were initially conceptualised in terms o f Wells’ (1995) cognitive 
model of generalised anxiety disorder (GAD). In GAD there are often many triggers 
leading to worry about a variety of events (type 1 worry) so we selected the example 
of Sally’s son not returning at the expected time in order to conceptualise Sally’s 
difficulties. This trigger event would lead to the activation of Sally’s positive meta­
belief that worrying would enable her to prevent something bad from happening. 
Additionally Sally believed that worrying about her children would mean that she was 
being a good mother. These beliefs instigated type 1 worry about the possible range 
of dangerous situations that her son might be facing.
Once type 1 worry was established, her negative meta-beliefs that her worry was 
uncontrollable and that it would affect her and her family’s health were activated. She 
further believed that if  she worried, then this would mean that she was a bad mother 
because it would cause problems for her children in the future. The activation o f her 
negative meta-beliefs would set up a pattern of worrying about worry because o f the 
perceived negative consequences. This in turn would lead to symptoms of anxiety, 
behaviours, such as seeking reassurance from her husband and phoning her son’s 
mobile, and attempts to stop worrying thoughts from entering her head (thought
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control). These responses would all exacerbate and help to maintain her pattern of 
worrying.
Action Plan
Cognitive and behavioural therapies have been shown to be effective in treating 
generalised anxiety (DOH, 2001). The action plan was guided by cognitive 
approaches taken by Wells (1997) and Leahy & Holland (2000). It was aimed at 
meeting Sally’s therapeutic goal o f reducing the amount of time spent worrying, 
specifically about her family. Therapy aimed to cover: socialisation to therapy, 
relaxation, modifying meta-worry & negative beliefs, modifying positive beliefs about 
worry, and review of outcome & relapse prevention.
Intervention
Initial Sessions
Sally and I initially spent time identifying her goals for treatment. Her main goal was 
to reduce her worry by “putting things into perspective”. She also wanted to reduce 
the high standards she had of herself which fed into her worry. She further wished to 
achieve goals which she been unable to achieve such as sorting her photographs into 
different albums and clearing a pile of items which had built up on her landing. The 
initial sessions of intervention were spent discussing the rationale for cognitive 
therapy and establishing both of our expectations of the therapeutic process.
Behavioural Intervention
We spent a session focussing on relaxation and breathing. Sally reported that she 
found the progressive muscle relaxation effective in reducing her physical symptoms 
of anxiety so she continued using this technique outside of the sessions.
Cognitive Intervention
As Wells (1997) suggested, we initially concentrated on challenging Sally’s negative 
meta-beliefs and meta-worry. We investigated her belief that worry is uncontrollable, 
and identified occasions when her chain of worry had been interrupted to illustrate 
that worry must be controllable if she can take her mind off it (Wells, 1997). We 
further introduced half-hour worry periods during the day, and Sally practiced
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postponing her worry, as ways of behaviourally challenging her belief that worry is 
uncontrollable. This strategy seemed to work well and Sally reported having greater 
confidence about controlling her worry.
However, we did not seem able to progress any further with attempts at modifying her 
negative meta-beliefs and meta-worry. It became apparent that Sally believed that she 
had already been able to rationalise and challenge her worrying thoughts and meta­
beliefs before she had come to see me. She reported that the reason why she had 
requested the help of a psychologist was because this had been unsuccessful in 
reducing her worry. Sally’s belief that she was already engaging in this type of 
process prior to therapy made progress difficult because she did not see the point in 
continuing such a strategy and we both began to feel like we were going round in 
circles.
Reformulation
It became apparent that low self-esteem may be a significant factor underlying the 
maintenance of her worry. We therefore reformulated Sally’s problem in terms of 
Fennell’s (1997; 1999) model of low self-esteem. This re-formulation helped us to 
move forward in challenging Sally’s anxious cognitions. We have two sessions 
during which we will review what has been covered in our sessions together and how 
Sally’s progress can be maintained in the future.
Outcome
Outcome of our therapeutic work was measured using the BAI (Beck & Steer, 1987) 
and BDI-II (Beck, Brown & Steer, 1996). Her score on the BDI-II continued to 
remain within the normal range for depressive symptoms. Additionally, her results on 
the BAI suggested that the severity of her anxiety symptoms had reduced firom 
moderate to mild level towards the end of our intervention.
Subjectively, Sally reported that she had noticed a decrease in her anxious symptoms, 
although the worry was still present, and she felt increasingly able to cope with her 
worry and anxiety. By session eight Sally had reached her goal of clearing her 
landing and made a start towards her photo album. She had also taken steps towards
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reaching her goals of being able to put things into perspective and reducing her high 
standards. Significantly, Sally really opened up over the course of therapy and was 
able to admit and accept some o f her difficulties, which she had been denying at the 
beginning of our intervention.
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Summary of Children & Young People Case Report
Behavioural and systemic work with a 12-year-old hoy with learning difficulties and 
Asperger’s Syndrome presenting with behavioural problems.
April 2006 
Year 2
77
Volume 1___________________________________________________ Clinical Dossier
Presenting Problem
Joseph Brown, a 12-year-old boy, was referred to the Tier 3 CAMHS service by his 
G.P. for help managing behavioural difficulties at home and school (Appendix One). 
He was fi-om a white, British family who spoke English as their first language.
Assessment
I met with Joseph, his parents, and his brother for one assessment session, and carried 
out a further assessment session with just Joseph and his mother. I also collected 
information fi-om previous case notes and contacted his school on several occasions, 
but was unsuccessful in my attempts to speak to his teachers. To provide further 
information about the function of Joseph’s behaviours I asked Mrs Brown to complete 
an A-B-C record and recorded the fi*equency and duration of the behaviours. I 
additionally asked Joseph and his mother to complete Spence’s (1995) Social 
Competence with Peers Questionnaire for parents and pupils. A risk mapping form 
was completed and child protection issues were considered.
Formulation
Several psychological frameworks aided formulation of Joseph’s behavioural 
difficulties including behavioural, developmental, cognitive-behavioural and systemic 
theories.
Predisposing Factors
Joseph was diagnosed with Asperger’s Syndrome and moderate learning difficulties. 
Although people with Asperger’s Syndrome have difficulties with social interaction 
they often want to engage with others (Attwood, 1998), which was apparent in 
Joseph’s case.
Precipitating Factors
His difficulty with social interaction and communication, and his physical disability, 
left him isolated from other children. Joseph would make attempts to interact, by 
lying and making rude gestures/ comments which would get a response from others. 
Joseph was often told off and told that he was doing or saying the wrong thing. Being 
constantly punished may have led to a belief that he was a bad person, leading to
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negative feelings about himself. Punishment would trigger these negative thoughts 
and his negative feelings tended to be expressed through aggressive behaviours.
Maintaining Factors
Joseph’s tendency to make rude comments and lie was positively reinforced because it 
allowed him to experience social interactions with other people. There was evidence 
that his aggressive behaviours were negatively reinforced as they were a method of 
expressing his negative emotions. As a result o f his behaviour his teachers seemed to 
view Joseph as a “naughty” boy who was always looking for attention. This set up a 
pattern within the relationship of Joseph’s behaviour being punished, causing him  to 
become angrier and more frustrated, leading to further negative behaviour and further 
punishment. Mr and Mrs Brown were not happy at the school’s approach to Joseph’s 
behaviour leading to a communication break-down with the school. This may have 
led to a belief by the school that his parents were also difficult people, and reinforced 
their view of Joseph as a “naughty” boy.
Action Plan
This behavioural and integrative formulation of Joseph’s problems led to an action 
plan which was based upon behavioural and systemic intervention strategies.
Intervention
Behavioural Strategies
Most o f Mr and Mrs Brown’s time with Joseph was spent trying to discipline him  for 
his behaviour, leaving little time for engaging in positive social interaction. We 
agreed that they would try to focus on the things that Joseph did well and praise him 
for these. In particular we identified specific behaviours that she and her husband 
would like see from Joseph and set up a reward system to reinforce these behaviours. 
This was based on a points system whereby Joseph would earn a certain number of 
points every time they identified him behaving in these ways. When he earned a 
certain total of points he would be allowed a prize, for example, to go to the zoo to 
visit his adopted tiger.
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We agreed that, when Joseph started to become verbally aggressive towards Mrs 
Brown, she would explain to him that she would not speak to him until he had calmed 
down. She would then proceed to ignore his shouting but would start speaking to him 
again when he had calmed down and praise him for speaking to her in a calm manner.
Social learning theory suggests that we leam by watching the behaviour o f others 
(Carr, 1999). I therefore encouraged Mrs Brown to model the behaviour that she 
would like Joseph to use by praising his brother for behaving in this way.
Home-School Liaison
My plan had been to share my formulation with the school and work together with 
them and Joseph’s mother on strategies to reduce Joseph’s difficult behaviour. 
However, Mrs Brown called me before I had contacted the school to advise me that 
things had reached a crisis point between her and the school. The systemic 
intervention therefore involved systemic consultation to Mrs Brown in clarifying 
concerns and search for potential solutions to problems (Vetere & Dallos, 2003).
Social Skills Training
We focused on basic social skills as outlined in Spence (1995). Although this is not 
aimed specifically at children with an ASD many of the techniques described in the 
manual have been found to be useful with children with an ASD (Dunlop, Knott & 
MacKay, 2002). Our sessions covered:
• Identifying different facial expressions.
• Making eye contact & smiling.
• Conversational initiation & turn taking.
• The different consequences of acting assertively, passively and aggressively.
• Problem solving approach looking at alternative ways of dealing with his 
anger.
• Identifying the long term consequences o f lying, behaving aggressively and 
being rude to others.
80
Volume 1_______________________________________________  Clinical Dossier
We agreed that Mrs Brown would encourage these skills and behaviours in as many
i
settings as possible and reinforce them through the behavioural strategies already 
discussed (Carr, 1999).
Outcome
Behaviour
There was a significant improvement in the fi-equency and duration o f Joseph’s 
unwanted behaviours, both at home and school.
Relationship with School
Joseph reported that he was happier at school and this appeared to be reflected by his 
reduced anger on arriving home. Mrs Brown told me that the school seem to be 
making a much better effort at meeting Joseph’s needs.
Social interactions
There was a slight improvement in both Joseph and his mother’s ratings on Spence’s 
(1995) Social Competence with Peers Questionnaire.
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Summary of People with Learning Disabilities Case Report
An extended assessment o f  a 45-year-old woman, with a learning disability, fo r  her 
capacity to consent to dental treatment.
September 2006 
Year 2
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Presenting Problem
Maiy Rogers, a 45-year-old woman with Down’s syndrome, was referred to the 
community team for people with learning disabilities by her dentist. We were asked 
to assess Mary’s capacity to consent to dental treatment following her refixsal to 
undergo a dental procedure in March 2005.
Assessment
I initially met with Mary’s advocate to gain an overview of Mary’s difficulties. I 
subsequently met with Mary on ten occasions, four times with her keyworker fi*om 
day services and once with her keyworker at her residential home. Further 
information was obtained fi*om Mary’s case notes, her father, her dentist, her dental 
nurse and the hospital anaesthetist. Attempts to contact her Care Manager were 
unsuccessful.
Formulation
The Mental Capacity Act (MCA) (2005) states that an individual needs to be 
supported to make their own decisions before anyone can conclude that they lack 
capacity to do so. It therefore seemed important to formulate why Mary might be 
refusing dental treatment, because this would provide information about how to 
maximise her capacity. This was achieved using an integrative firamework drawing 
upon cognitive-behavioural, systemic, and cognitive developmental theories. Vetere 
& Dallos (2003) support an integrative approach to formulation.
Vulnerability Factors
Mary had Down’s syndrome which is associated with severe impairment in cognitive 
abilities. This is likely to have limited her capacity to make sense of the world. She 
had several bad experiences with needles, which led to a fear of the pain that they 
cause. She was also held down so that an anaesthetic could be administered by 
needle. This appeared to have led to mistrust in professionals and fear about what 
might happen if she went for dental treatment at a hospital.
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Individual maintaining factors
Maiy was highly avoidant of talking about dental treatment and had refused to 
undergo dental treatment on several occasions. Avoidance of dental treatment had 
increased her anxiety about it, and avoidance of talking about her dental treatment 
meant that her capacity to understand the treatment that she required was limited. Her 
lack of knowledge about her future treatment may have caused her to become 
overwhelmed by memories of previous bad experiences with needles when she arrived 
at hospital. This could have led to an increase in her anxiety and her refusal to 
undergo treatment. Mary also watched Casualty and Holby City which dramatise the 
hospital environment and are likely to have provided her with an exaggerated view of 
the negative events which might occur within hospitals.
Systemic maintaining factors
The methods of communicating information about the dental procedure to Mary had 
not been altered in view of her cognitive impairments. This meant that Mary had 
limited understanding about her future dental treatment and the hospital procedures. 
Mary could become visibly distressed when needles or dental treatment were 
mentioned. Her father and carers had therefore become wary of discussing the 
procedure with her. However, this avoidance may also have allowed Mary to 
maintain her fear about needles and dental treatment (Wells, 1997).
Mary’s father was understandably anxious about Mary’s health so he would push for 
the dental treatment to proceed. Staff responded to this periodically by attempting to 
treat Mary without adequately explaining the treatment to her. Her lack o f 
understanding and previous experiences led to fear about what would happen and she 
refused treatment. This increased her father’s concern about her health.
Action Plan
This formulation informed an initial action plan for the assessment o f Maiy’s capacity 
to make a decision about her dental treatment. An extended period of time was 
necessary to undertake this piece of work. There were several components to this 
process: Firstly, given her mistrust of professionals, to spend time a significant 
amount of time building a therapeutic relationship with Mary, educative work to
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improve Mary’s understanding about dental treatment, cognitive assessment to inform 
this work and desensitisation to her needle phobia. This would culminate in an 
assessment of her capacity to refuse dental treatment.
Extended Assessment
According to the MCA (2005) a person is deemed not to have capacity if  they are 
unable to do any of the following:
o Understand the information relevant to the decision in simple terms, 
o Retain that information.
o Use or weight that information as part of a process of making the decision, 
o Communicate the decision.
Maiy was assessed according to these criteria and a formulation about whether she 
had capacity to consent to dental treatment was developed based on the information 
gathered.
Cognitive Assessment
It can often be difficult to obtain a cognitive profile in people with learning 
disabilities, using standard psychometric measures, because of floor effects in 
assessments (Oliver, Crayton, Holland, Hall & Bradbury, 1998). A battery of tests 
aimed at measuring memory, learning, orientation, aphasia, apraxia and agnosia has 
been developed specifically for use with people with Down’s syndrome (Crayton et. 
al., 1998). This is a non-standardised assessment but has been found to be useful in 
providing a baseline measure with this client group. This battery was administered to 
gain an idea about Mary’s current cognitive profile
Educative work
A significant part of the work involved gathering detailed information about the dental 
procedure through liaising with Mary’s dentist, dental nurse, hospital ward staff, and 
anaesthetist. The results of Mary’s cognitive assessment were then used to guide the 
production of three booklets which could be used to help explain the dental procedure 
to her
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Needle phobia and desensitisation
The anaesthetist at the hospital advised me that Mary’s general anaesthetic could be 
administered by gas rather than injection. It was therefore decided that treating 
Maiy’s needle phobia would no longer be necessary.
Recommendations
This extended assessment culminated in a report sent to everyone involved in her care. 
My assessment indicated that Mary had the capacity to make a decision about her 
dental treatment. Following the educative work about her dental treatment Mary 
decided that she wanted to undergo the procedure. My report made several 
recommendations about how to facilitate her to do so, particularly considering her 
previous pattern o f agreeing to, and then refusing, dental treatment.
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Summary of Older People Case Report
A neuropsychological assessment o f  a 66-year-old woman presenting with severe
memory difficulties.
April 2007 
Year 3
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Presenting Problem
Sandra Pritchard, a 66-year-old, white British, religious sister was referred to the 
Community Mental Health Team by her GP following concerns about her memory. 
She was subsequently referred for neuropsychological assessment by the team 
psychiatrist, who felt that her memory difficulties were beyond those expected for her 
age and intellectual abilities. The results of this assessment were to be used to aid the 
diagnostic process.
History of Presenting Problem
Sandra’s Perspective
Sandra reported that she had been experiencing memory problems over the past year. 
She had noticed difficulty recalling dates and remembering appointments, she 
sometimes repeated herself in conversation, and she would forget what others had told 
her. She also revealed that she occasionally misplaced things, such as her purse. 
However, Sandra did not think that her memory problems were significant and 
reported that she had only agreed to undertaken this assessment because her G.P., 
whom she had known for many years, had suggested it.
Sandra’s Friends ’ Perspective
Margaret and Louise both reported first noticing Sandra’s memory difficulties about 
two years ago when she began to miss appointments. The memory problems were 
initially not marked, but Margaret and Louise described them as becoming gradually 
worse over time. They confirmed that Sandra would often repeat herself in 
conversation and forget what they had been talking about. They had also noticed that 
Sandra had misplaced items such as her purse, credit card and jacket on several 
occasions. They though that Sandra’s memory problems were more noticeable to 
other people than to Sandra. They recounted several examples of when they had 
observed Sandra experiencing significant memory lapses.
Previous Assessments
Sandra had not previously undergone neuropsychological assessment. In August 
2006, she was assessed by her G.P. on the Mini Mental State Examination (MMSE: 
Folstein, Folstein & McHugh, 1975), scoring at ceiling. Her score declined to 26/30
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when she was re-tested by the psychiatrist, in October 2006, dropping points on 
orientation to date, day and year, and on object recall. She was due to undergo an 
MRI scan and blood test^.
Hypotheses
Several hypotheses were generated based upon information about Sandra’s presenting 
problems, background history and literature review. Further assessment was predicted 
to find the following:
1. Sandra’s memory difficulties would be worse than expected fo r  someone o f  
her age and pre-morbid level o f  intelligence.
2. A neuropsychological profile consistent with organic not functional 
difficulties.
3. Due to the gradual onset o f  Sandra’s memory problems, and absence o f  
significant risk factors fo r  VaD, a neuropsychological profile consistent with 
cortical dementia, most likely AD.
Assessment Conclusions
The proposed hypotheses were reviewed in light of the assessment results:
1. Sandra’s memory difficulties would be worse than expected fo r  someone o f  
her age and pre-morbid level o f  intelligence.
The quantitative and qualitative results of this assessment suggested that, in addition 
to severe memory difficulties, Sandra had experienced a significant decline in her 
overall cognitive functioning. This supported the hypotheses that Sandra’s memory 
difficulties would be worse than expected, given her age and pre-morbid functioning, 
and these changes were likely to be neurodegenerative.
2. A neuropsychological profile consistent with organic not functional 
difficulties.
There are many similarities between the clinical presentation of early AD and 
depression; however, Sandra’s presentation, the severity of her memory problems, 
consistent disorientation, HADS score and evidence of language impairment were not 
suggestive of depression (Lezak et. al., 2004).
The results o f these were not available before completion o f the neuropsychology report.
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5. Due to the gradual onset o f  Sandra’s memory problems, and absence o f  
significant risk factors fo r  VaD, a neuropsychological profile consistent with 
cortical dementia, most likely AD.
Her neuropsychological profile appeared consistent with a diagnosis of AD, 
supporting the earlier hypothesis. However, a report written following her 
neurological consultation indicated that, based on Sandra’s insight into her problems, 
it was unlikely that she had a diagnosis of AD. Given her family history o f dementia 
and her history of neuritis the neurologist suggested that multiple sclerosis, lupus or 
CADASIL were more likely to underlie her cognitive presentation than AD.
Recommendations
The results of the assessment were fed back to Sandra, and she was advised that 
further investigation was required. Despite this, she did not appear to recognise the 
extent of her cognitive difficulties. We discussed her strengths and weaknesses and 
how her strengths, such as procedural memory, could be used to compensate for her 
difficulties. We also reviewed various memory strategies.
The extent of memory difficulties indicated by the assessment raised concerns about 
risk. However, Sandra felt that she was able to cope with activities of daily living. 
She declined an Occupational Therapy assessment but I was able to observe her daily 
living skills on several home visits. There was no evidence that she was at risk but, 
given the extent of her memory difficulties and the possibility of further decline, it 
was recommended that risk should be monitored by the CMHT. It was suggested that 
a re-administration of neuropsychological tests may be appropriate in about 12 months 
if the diagnosis is still uncertain.
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Summary of Adult Mental Health Placement 
(October 2004 -  September 2005)
The first six months of this placement was in a joint health/ social services community 
mental health team (CMHT) where I was supervised by a Clinical Psychologist. In 
the second six months the placement was split across the CMHT and a Rehabilitation 
and Recovery/ Assertive Outreach Team. My work within each team was supervised 
by different Clinical Psychologists. The main psychological approaches used were 
cognitive-behavioural and psychodynamic.
My caseload consisted of both male and female clients, aged between 18 and 61 years, 
from diverse religious, cultural, and socio-economic backgrounds. Presenting 
problems included depression, generalised anxiety, panic attacks, obsessive- 
compulsive disorder, post-traumatic stress disorder, schizophrenia, agoraphobia and 
eating disorders. In the Rehabilitation and Recovery/ Assertive Outreach Team clients 
primarily presented with a psychotic diagnosis, but were seen for a range of 
difficulties including anxiety, agoraphobia and depression. Clients were seen 
individually as outpatients, or in community settings such as the client’s home, the 
G.P. surgery and for desensitisation in a shopping centre. Two neuropsychological 
assessments were undertaken.
As part of this placement I attended two of the weekly team meetings, the monthly 
adult mental health psychology meeting and the monthly psychology departmental 
meeting. I presented on current theories about the neuroscience o f psychotherapy at 
the adult mental health meeting. I completed my service-related research within this 
placement and presented the outcome of this to the multi-disciplinary team. This 
placement also provided the opportunity to attend a two day course on the Care 
Programme Approach and a one day Asperger’s Disorder workshop. I additionally 
attended the team away day.
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Summary of Child & Family Placement 
(October 2005 -  March 2006)
This placement was set within a tier 3 child and adolescent mental health service, 
which was joint health and social services. I was supervised by a Clinical 
Psychologist, using an integrative approach. The main psychological approaches used 
were behavioural, systemic, cognitive-behavioural, developmental, attachment theory 
and eye movement desensitisation and reprocessing (EMDR).
While on placement, I worked with children and families with different family 
structures, and from a wide range o f socio-economic backgrounds. My clients were 
both male and female children at different developmental stages, ranging from 2 to 15 
years of age. They presented with a wide range of problems including social 
communication difficulties, behavioural difficulties, separation anxiety, anger 
problems, panic disorder, bereavement and family difficulties. Issues of risk and child 
protection were also relevant to several cases. Work was undertaken in various 
settings including outpatients, clients’ homes, and schools. I had the opportunity to 
undertake structured assessments for Autistic Spectrum Disorder, and completed two 
neuropsychological assessments with children of different developmental stages.
As part of the placement, I gained experience of sifting team referrals to determine 
whether they met the service criteria. I attended the weekly team meetings, the 
monthly child psychology meeting, and an informal team psychology meeting in 
which I had the opportunity for case presentation and discussion. I gave a joint 
presentation at the child psychology meeting about my experiences being on 
placement in the service. I chaired a school meeting for one of my clients to facilitate 
discussion between the family and the school. I also attended a multi-professional 
review meeting for another client. The placement provided several training 
opportunities and I attended child protection, risk management, autism & Co­
morbidity, and developmental assessment training. I was also able to attend a trust- 
wide conference focusing on current research and practice on infant mental health. I 
also had the opportunity to become more familiar with the process of EMDR through 
several observations of and discussions about the trauma clinic.
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Summary of People with Learning Disabilities Placement 
(April 2006 -  September 2006)
This placement was in a health community team for people with learning disabilities 
(CTPLD). The team worked closely with the local social services team which was 
based on the same road. I was supervised by a Consultant Clinical Psychologist 
whose main psychological approach was cognitive-behavioural, although she also 
drew on behavioural, developmental and systemic ideas. I also attended monthly peer 
supervision meetings, which utilised a systemic model.
In this placement I worked with adults with learning disabilities, aged between 18 and 
48 years, and their carers and families. Clients came from a diverse range o f religious, 
cultural and socio-economic backgrounds, with mild to severe levels o f learning 
disabilities. They also had a Avide range of medical diagnoses including Down’s 
Syndrome, sickle cell anaemia, autism, Aicardi Syndrome, tuberous sclerosis. Charge 
Syndrome and Fragile X Syndrome. Clients were referred for both assessment and 
therapeutic intervention. Reasons for referral included anger problems, challenging 
and self-injurious behaviours, social skills training, capacity to consent assessments, 
social anxiety, needle phobias, cognitive assessment, and inappropriate sexual 
behaviour. Several clients had a history of sexual abuse and there were often 
vulnerable adult issues to be considered. I also planned and facilitated a relationships 
group Avith another trainee. This placement involved working across several settings 
including outpatients, clients’ homes, residential homes, day services, college and 
hospital. I joint worked on several cases including with challenging behaviour 
specialists.
During the placement, I attended the monthly team meetings and clinical effectiveness 
meetings. I produced a booklet about going to hospital for dental treatment which 
could be adapted in the future for use with other clients. I had the opportunity to 
attend training on the assessment o f dementia in people Avith Dovm’s Syndrome and 
on Health Action Planning. I attended a risk management meeting convened by social 
services about one of my clients, a vulnerable adults meeting and a review meetings at 
one client’s residential home and at another client’s college.
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Summary of Older People Placement 
(October 2006 -  March 2007)
This placement was spilt between a community mental health team (CMHT) for 
people over the age of 75, and a physical rehabilitation team for older people. Both 
components were supervised by the same Clinical Psychologist. Her main orientation 
was cognitive-behavioural but she also integrated other psychological theories 
including psychodynamic and behavioural theories.
Clients seen on placement ranged from 66 to 93 years and presented with a range of 
difficulties including depression, anxiety, memory problems, dementia, fear of falling, 
bereavement issues, adjustment & coping with physical illness and carer stress. Work 
was completed in a variety o f settings such as mental health outpatients, clients’ 
homes, residential homes, a day hospital and a general hospital. My caseload 
involved both neuropsychological assessments and clients needing therapeutic 
intervention. I also undertook consultative work to physical health colleagues within 
the physical rehabilitation team. Further, I jointly plarmed and facilitated a positive 
ageing group with two other trainees.
I attended several psychology meetings, including the locality meetings, in which I 
had the opportunity to present to the meeting on two occasions. I was also required to 
attend multi-disciplinary review meetings at the physical rehabilitation unit where 
several of my clients were discussed. Additionally, I helped facilitate a group for 
people with chronic obstructive pulmonary disorder, during which I presented 
psychoeducational material to the group. I was also able to attend a conference 
presenting neuropsychiatrie/ neuropsychological research, relevant to the care of older 
people. During the placement I attended a two day experiential workshop introducing 
the principles of mindfulness.
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Summary of Specialist Neurorehabilitation Placement 
(April 2007 -  September 2007)
This placement was based within a community neurorehabilitation service for adults 
with acquired and degenerative brain injury. It required an integrative approach 
draAving upon a variety of psychological approaches, including cognitive-behavioural, 
behavioural, psychodynamic, systemic and neuropsychological.
My caseload was a balance between male and female clients, aged between 17 and 80 
years old. They were from various cultural, socioeconomic and religious backgrounds 
and had a variety of neurological diagnoses and associated physical health problems. 
Referrals were for either neuropsychological assessment or psychological 
rehabilitation. Problems addressed included health anxiety, panic, depression, 
adjustment difficulties, loss issues, PTSD, carer stress, cognitive difficulties (such as 
memory problems) and behavioural problems. The care of vulnerable adults and 
capacity issues were also raised during the placement. Work took place over 
numerous settings such as outpatients, clients’ homes, and day services.
As part of the placement I attended several multi-disciplinary meetings including the 
stroke team, CARD team and neurology meetings. I also had the opportunity to attend 
service/user carer groups such as an acquired brain injury network meeting and a 
personal support group. I was required to liaise with several different health and 
social care professionals including speech and language therapists, occupational 
therapists, care managers, support workers and neurologists; I also made contact Avith 
several non-statutory services. During the placement, I presented to a multi­
disciplinary physical health team about the psychological aspects of working with 
carers. I additionally completed a service-related audit which explored referrers’ 
views about the quality of neuropsychological service provision.
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RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and literature 
search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues o f diversity, and 
structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety o f contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited book □
30 Applying research findings to clinical practice □
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Service Related Research Project
An audit o f  care co-ordination fo r  clients on a psychology waiting list in a Primary
Care Mental Health Team (PCMHI)
July 2005 
Year 1
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ABSTRACT
Care Programme Approach (CPA) is a government policy aimed at meeting the health 
and social care needs of clients suffering from mental health problems. CPA should 
be overseen by a named care co-ordinator and should include risk assessment and 
management. The National Service Framework for Mental Health (NSF-MH) 
recommends that all clients accessing secondary mental health services, including 
psychology services, should be on a CPA. However, psychologists in the PCMHT 
have observed that this is often not happening in the case of clients referred to the 
psychology waiting list. This is concerning as there has been several incidence of 
violence involving clients not offered a CPA while on the psychology waiting list. 
This audit aimed to investigate whether the PCMHT are meeting government 
standards by carrying out a CPA for all clients offered a service. As risk is a primary 
concern for those not on a CPA, it also aimed to discover whether there is a 
relationship between assessed risk and clients who are on a CPA or care co-ordinated. 
The files of 52 files clients referred to the psychology between 1 July and 31 
December 2004, for a variety of problems, were audited. The results indicated that 
65% of clients on the psychology waiting list during this period were not on a CPA. 
Furthermore there was no evidence that level of risk determined whether a client was 
offered a CPA or care co-ordinated. These findings raise important concerns for the 
PCMHT which would benefit from further investigation.
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INTRODUCTION
The Care Programme Approach (CPA) was introduced by the government in 1991 
following several incidents of violence by people suffering from mental health 
problems (DOH, 1990; Shergill & Szmukler, 1998). Inquiries into these incidents 
suggested that communication between professionals needed to be improved, and it 
was recommended that this could be facilitated by improved inter-agency liaison, 
increased monitoring of client aftercare and risk, and by a greater provision of 
resources (Shergill & Szmukler, 1998). Subsequently, CPA was proposed as a 
method by which the co-ordination of community care could be better achieved 
(Simpson et. al., 2003).
The aim of CPA is to provide an appropriate package of care for the overall health and 
social needs of individual clients, and should include risk assessment and management 
(DOH, 1999a). There should be a regular review of the client’s needs, and progress 
made by the client, involving all agencies (DOH, 1999a). This process should be 
overseen and monitored by a named care co-ordinator (DOH, 1999a). There are two 
levels of CPA, standard and enhanced, which vaiy according to the level o f input that 
a client requires, with the former meeting less complex needs compared with the latter 
(DOH, 1999a). Initially, CPA was diagnosis led and was only used for clients 
suffering from severe mental illness (Simpson et. al., 2003). However, CPA evolved 
into a needs led process which provides a framework for the provision o f care for all 
clients accessing secondary mental health service (DOH, 1999a). This has been put 
forward as a recommendation in the National Service Framework for Mental Health 
(NSF-MH) (DOH, 1999b)
There has been a lot of controversy about the effectiveness of CPA. It can be difficult 
to implement due to insufficient resources (Phelan, 1996) and there have been 
criticisms that CPA continues to be unevenly implemented (Simpson et. al., 2003). 
The NHS Centre for Reviews and Dissemination has found that CPA is not an 
effective policy when compared against standards four and five of the NSF-MH (NHS 
Centre for Reviews and Dissemination, 2001); however, Cornwall et. al. (2001)
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suggest that CPA has been effective in diverting resources to clients with more 
complex needs (Cornwall, et. al., 2001).
The trust policy for the implementation of CPA within secondary mental health 
services is based upon the recommendations of the NSF-MH. It suggests that every 
client offered a service by a PCMHT should be allocated a care co-ordinator and be 
offered a CPA. This should include all clients on a psychology waiting list, even if  
psychology is the only discipline involved, as the PCMHT has offered the client a 
service. This responsibility can be transferred to the psychologist once therapy has 
commenced.
However, completing a CPA can be time consuming within a service with stretched 
resources. As clients referred to psychology tend to qualify for a standard CPA, there 
seems to be less urgency for completing a CPA until the person is seen by a 
psychologist. It has therefore been observed by PCMHT psychologists that clients on 
the psychology waiting list are often not on a CPA or care co-ordinated, and may not 
have a risk assessment completed. This appears to be particularly important because 
clients at risk o f self-harm, self-neglect or violence may not be monitored while on the 
waiting list, and there have been several incidents o f violence fi*om people who were 
not on a CPA while on a trust psychology waiting list. This audit will investigate if  all 
clients on the psychology waiting list are being offered a CPA and care co-ordinator in 
line with government standards. As risk is a primary concern for those not on a CPA, 
it will also aim to discover whether there is a relationship between assessed risk and 
clients who were offered a CPA or care co-ordinated.
METHOD
The names of clients on the PCMHT psychology waiting list between 1 July and 31 
December 2004 were transferred from the referrals file, where a record o f all clients 
on the psychology waiting list since January 2004 was kept. This indicated a sample 
size of 68 clients (N=68), who had been referred for a range of problems. An audit 
form was subsequently devised to ensure that all the necessary data was gathered from
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each file (appendix one). The name of each client was transferred onto an individual 
audit form. Details about the problem that each client was referred for, and the 
complexity of the case, were recorded firom the referrals file, as was the date o f 
referral to psychology.
16 files could not be located leaving 52 to be audited (N=52). Demographic data 
(appendix one) was transferred onto the audit form fi*om the fi*ont sheet o f each file. 
The date that each client was first seen by a psychologist was taken fi-om psychology 
contact sheets, which indicated the first assessment appointment. If  the client did not 
attend their appointment, the date of the appointment offered to the client was 
recorded. The difference between the date referred and the first psychology 
appointment was used to determine the time spent by the client on the waiting list.
A client was deemed to have been offered a CPA if there was a completed standard or 
enhanced CPA form in the file (appendix two). However, if  there was any evidence 
of an informal care plan, such as in psychiatry notes, then this was also recorded 
(appendix three). If  a client had a completed CPA, then information about their care 
co-ordinator was taken from the CPA form. Otherwise a client was recorded as 
having a named care co-ordinator if  this was apparent fi-om correspondence or team 
notes.
Level o f risk was determined fi-om formal trust risk assessment (appendix four) or risk 
assessment completed during triage (appendix five). If  a risk assessment was 
completed following referral onto the psychology waiting list, then this was used as an 
indicator of the level of risk the client posed while on the psychology waiting list, 
although the client was recorded as having no risk assessment completed while on the 
waiting list. Access to duty while on the psychology waiting list was also recorded.
RESULTS
Table 1 summarises sociodemographic and clinical data for the clients on the 
psychology waiting list between July and December 2004 (N=52).
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Table 1: Socîodemographic & clinical background characteristics o f  clients on the 
psychology waiting list.
VARIABLE N %
Age (mean, range) 38 (18-62)
Sex
Female 31 60
Male 21 40
Ethnicity
White British 19 36
White Australian 1 2
White Swedish 1 2
American Indian 1 2
Unknown 30 58
Religion
Church o f  England 6 11
Roman Catholic 1 2
Christian 2 4
Unknown 43 83
Problem Referred For
Depression 17 33
PTSD 5 10
Anxiety 8 15
Psychosis 1 2
Agoraphobia 1 2
Dual Diagnosis 10 19
Other 7 13
OCD 3 6
Weeks on Waiting List (Mean)
(SD)
13.47
8.40
The average age of clients on the -waiting list was 38 years with a range between 18 
and 62-years-old. There was a higher percentage of females (60%) than males (40%). 
Clients presented with a range of problems with the greatest proportion referred for
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help with depressive symptoms (33%), and the next greatest recorded as dual 
diagnoses (19%), which for the most part included depression.
The PCMHT is located within an area of low ethnic diversity and the sample seemed 
to reflect this, with the highest proportion of clients being from white British 
background (36%). However, 58% of clients were recorded with ethnicity unknown 
which suggests that ethnicity is not being accurately monitored by the PCMHT. 
Religion was another poorly monitored variable, with 83% of clients categorised as 
religion unknown.
On average, a client spent 13.47 weeks on the psychology waiting list, although a 
standard deviation of 8.40 weeks suggests considerable variation between clients.
Table 2 illustrates the percentage of clients who were on a CPA while on the 
psychology waiting list. Only 18% of clients were on a standard or enhanced CPA, 
while there was evidence of an informal care plan in the case o f 17% of clients. There 
was no evidence of a care plan in the file o f 65% of clients on the waiting list between 
July and December 2004.
As expected, 100% of clients on a standard or enhanced CPA were care co-ordinated. 
However, this decreases to 78% of clients with an informal care plan who were 
allocated a named care co-ordinator, while only 12% of clients without a care plan had 
a named care co-ordinator.
100% of clients on an enhanced CPA had a completed risk assessment but a risk 
assessment was neglected for one client on a standard CPA. Only 78% of clients with 
an informal care plan had a risk assessment completed and only 70% of clients 
without a care plan had evidence of risk being considered. However, it should be 
noted that these figures all need to be viewed with caution due to the small sample 
size involved.
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Table 2: The percentage o f  clients on a CPA while on the psychology waiting list; the 
proportion o f  clients care co-ordinated and risk assessed according to the category o f  
CPA
Proportion of 
clients on each 
CPA plan
Those care co­
ordinated for each 
CPA plan
Those risk assessed 
for each CPA plan
Vo. % Vo. % on this 
CPA plan
No. % on this 
CPA plan
Standard 6 12 6 100 5 83
Enhanced 3 6 3 100 3 100
Informal care 
plan
9 17 7 78 7 78
No care plan 34 65 4 12 24 70
52 100 20 100 39 100
Figure 1 illustrates clients’ level of assessed risk of violence, self-harm or self-neglect 
in relation to the CPA type they were offered.
Figure 1: Clients' Level of Risk In Relation to CPA Type
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Table 3: Frequency Table o f  Clients ’ Level o f  Risk in Relation to CPA Type
No Risk Low Risk Medium
Risk
High Risk No Risk 
Assessment
Standard 2 3 1 0 0
Enhanced 1 2 0 0 0
Inform al 0 3 6 0 0
None 13 14 2 2 3
TOTAL 16 22 9 2 3
There seems to be no strong association between assessed level of risk and the type of 
CPA a client was offered, although there was a decrease in the percentage o f clients 
not on a care plan as level of risk increased (81% of client assessed as showing no risk 
were not offered a CPA compared with 63% who were assessed as low risk and 22% 
assessed as medium risk). Despite this pattern of decrease, the majority of clients 
assessed as low risk (63%) were not on a CPA and most clients assessed as medium 
risk (67%) were on an informal care plan rather than being on a standard or enhanced 
CPA. Additionally, 100% of clients assessed as being at high risk were not on a care 
plan, although this must be viewed conservatively as only two clients were assessed to 
be at high risk. Table 3 illustrates that the sample in each category is small, which 
inflates the difference found between categories. This limits the conclusions which 
can be drawn from the findings.
Figure 2 looks at whether a client’s level of risk is associated with the allocation o f a 
care co-ordinator while on the psychology waiting list.
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Figure 2: Does Clients' Level of Risk Determine Whether 
or Not They're Care Co-ordinated?
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□ Care Co-ordinator 
■ No Care Co-ordinator
Table 4: Frequency Table fo r  Figure 2
No Risk Low
Risk
Medium
Risk
High
Risk
No Risk 
Assessment
Care Co-ordinator 3 11 5 1 0
No Care Co­
ordinator
13 11 4 1 3
TOTAL 16 22 9 2 3
Although clients assessed as having no risk were less likely to have a care co­
ordinator (81%) than those assessed to be low (50%), medium (44%) or high (50%) 
risk, there still appears to have been a high proportion of those deemed to be at low, 
medium or high risk of self-harm, violence or self-neglect who were not allocated a 
care co-ordinator.
Again, Table 4 suggests caution when interpreting these results as it indicates the 
small sample size in each category.
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DISCUSSION
Table 2 illustrates that when a client is offered a standard or enhanced CPA, 100% of 
these individuals are care co-ordinated, and for the most part a risk assessment is 
completed. This provides some indication that when carrying out a CPA, the PCMHT 
are completing it in the recommended way (DOH, 1999a). However, the results o f 
this audit illustrate that 65% of clients on the psychology waiting list between July and 
December 2004 were not on a CPA, and of these only 12% were care co-ordinated 
(Table 2). This finding suggests that something is preventing the PCMHT fi-om 
meeting government standards and trust policy, which both outline that all clients 
offered a service by secondary mental health services should also be offered a CPA 
(DOH, 1999b). One issue is that completing CPA and allocating a named care co­
ordinator for every client is time consuming and utilises team resources (Phelan, 
1996), and it may be this factor which is preventing the team from meeting standards. 
It was beyond the scope of this study to investigate resources to determine the 
viability of carrying out CPA and care co-ordination for all clients, however, lack of 
resources to achieve this has been reported by the team. In this context, a systematic 
method needs to be identified in order to prioritise which clients a CPA and care co­
ordination should be offered to.
The NSF-MH outlines one of it aims as reducing the rates of self-harm and suicide in 
people suffering with mental health problems (DOH, 1999b). As a result, risk 
assessment and monitoring is an integral part of CPA (Shergill & Szmukler, 1998), so 
clients who are assessed as being at high risk should be more likely to be offered a 
CPA than clients who are at low risk. One of the main concerns voiced by PCMHT 
psychologists is that clients who are risky are being put on the psychology waiting list 
without a completed CPA and allocated care co-ordinator. This concern has arisen 
following incidents of violence by clients who were not care co-ordinated while on a 
trust psychology waiting list. Consequently, it seems appropriate that level of risk is 
one factor that can be used to help prioritise whether a CPA and care co-ordination is 
offered to a client. Fortunately there were no incidents of self-harm or violence 
recorded for clients on the psychology waiting list between July and December 2004.
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The audit investigated whether level of risk, as determined by clinician’s risk 
assessments, predicted what type of CPA was offered to the client. In terms o f the 
type of CPA offered to clients on the psychology waiting list, those without any risk 
identified should be more likely to have no CPA, those who are low at risk might be 
offered an informal care plan as a means of monitoring risk (although they should 
really be offered a standard CPA; DOH, 1999a). Those at low-medium risk should be 
more likely to be offered a standard CPA while those with medium-high risk should 
be more likely to be offered an enhanced CPA (DOH, 1999a). However, the audit 
found no evidence for this pattern of association (Figure 1).
Furthermore, whether or not a client on the psychology waiting list is assigned a care 
co-ordinator appears to be independent of risk level (Figure 2). Although 81% of 
those with no risk identified had no named care co-ordinator, this was also the case for 
50% of clients identified as being at low risk, 44% of clients assessed as being at 
medium risk and 50% of those assessed as being at high risk. Both these findings are 
concerning as they suggests that assessment of risk is not necessarily guiding 
intervention with clients who are referred to the psychology waiting list. An 
alternative explanation could be that evidence of care plans, care co-ordination and 
risk assessments is not made explicit in clients’ files. However, these findings still 
raise important concerns that would benefit fi-om further investigation by the PCMHT. 
This could be achieved by a more extensive audit of the psychology waiting list and 
further investigation into the criteria used by the PCMHT for decisions about CPA 
and care co-ordination.
Although this audit investigated risk as assessed using a trust or triage risk assessment, 
it did not investigate the accuracy of these measures as predictive tools. If  
assessments o f risk are to be used to prioritise which clients referred to psychology are 
offered a CPA and care co-ordinator, then it is important to ensure that risk is being 
accurately assessed. Shergill & Szmukler (1998) suggest that accurate predictions o f 
risk of violence and self-harm are difficult to achieve. They believe that risk is 
overestimated and therefore leads to the unnecessary use of resources. This seems 
relevant to the PCMHT’s current concern about stretched resources. Shergill & 
Szmukler (1998) suggest that risk factors are high in fi-equency in a population o f
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people suffering from mental health problems, but most of these people will never 
become violent or self-harm. However, it seems difficult to determine from their 
study whether clients are prevented from becoming violent or self-harming due to 
good risk management, rather than the low incidence being a result o f over-estimated 
risk.
To maximise the accuracy of predicting risk in a population with mental health 
problems, specific risk factors for violence and self-harm have been identified 
(appendix six: Shergill & Szmukler, 1998). One of the most important indicators of 
risk has been found to be previous episodes of self-harm or violence (Dick et. al., 
2003; Shergill & Szmukler, 1998). The risk assessment form used by PCMHT 
clinicians includes many of these risk factors in its comprehensive risk assessment 
(appendix four: pages 2 & 3). However, this audit failed to identify how often a more 
comprehensive risk assessment is completed by PCMHT clinicians. The audit did 
discover that demographic data important in assessing risk, such as ethnicity, was not 
being recorded by the PCHMT. This is important in light of evidence which suggests 
that south Asian women and people of Irish origin are at higher risk of self harm 
(Kelly & Taylor, 2002; Muntaha, 2004). The accuracy o f risk predictions may need 
further investigation.
As previously mentioned, this audit is constrained by the small sample o f only 52 
clients (Tables 3 & 4). This limits the strength of conclusions that can be drawn from 
the audit. This study also failed to consider the views of clients who were on the 
psychology waiting list between July and December 2004 and whether they felt that 
their needs were being met during this time. Overall, the findings o f this audit raises 
concerns about the criteria used to decide which clients referred to psychology are 
offered a CPA and care co-ordinator while on the waiting list, which should be fiirther 
investigated.
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APPENDIX ONE: EXAMPLE OF AUDIT FORM
AUDIT FORM - SRRP: AN AUDIT OF CARE CO-ORDINATION FOR CLIENTS ON A 
PSYCHOLOGY WAITING LIST IN A PCMHT
NAME:
D.aSw:
SEX:
AGE:
ETHNICITY:
RELIGION:
PROBLEM:
COMPLEXITY:
DATE REFERRED:
DATE FIRST SEEN:
CPA COMPLETED: YES/NO
NAMED CARE CO­
ORDINATOR:
CONTACT MADE 
WITH CLIENT:
YES/NO
IF SO, HOW MANY 
TIMES:
DID CLIENT ACCESS 
DUTY:
YES/NO
IF SO, WHY;
WAS A RISK
ASSESSMENT
COMPLETED:
ANY RISK 
IDENTIFIED:
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APPENDIX TWO: EXAMPLE OF TRUST CPA FORMS
NHS
NHS Trust
I PEACH 1 CARE PROGRAMME APPROACH
Clinician's Care Plan
7b be completed by the individual clinician responsible for a part o f the Care Man on CPA
CPA Level: Standard/Enhanced initial CPA  CPA Review.date:................
Service User's Nam e.................................................................................................  DOB:......................................
Clinician's Name...............................................................  Team:................................................ Phone No: ....
Name of CPA Care Co-ordinator............................................................................
Needs as identified a t CPA How these needs will be met
Service User's sisM tueais» ....................................................................................  Date:.......................................
Aa ludSt of o re  co-ordiiution for dieoU on * pcycfaology wniting lid in# Pnmmry Caro Menial llcahh Team (PCMHT)
Clinician's signature.................................................................................................. Date:.......................................
q».ccp.02
22
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Date Evaluation
Signed:...................................................................  Profession:
(Clinician)
Date:
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NHS
NHS Trust
UlACi
Please indicate, by  drding, reason for CPA:
CARE PROGRAMME APPROACH
Comprehensive Care Plan
Initial Review Transfer
Name o f  Service User:..
Date of Birth:....................
Address:........................
Detained under MH Act 1983? Yes/No If yes, which section? ...............................
Name Invited (vesTno) Attend (yes/ho)PATIENT
GP
RELATIVE
CARER
CARE CO-ORD 
PSYCHIATRIST
OTHER
OTHER
CARERS' ISSUES
Do the carers require a  Needs Assessment?
If Yes, have arrangements been made for such assessment? 
Summary of Carers identified needs:........................
YES/NO
YES/NO
Has the Carer been given an agreed written care plan? 
If no, why n o t? .........................................
YES/NO (delete as appropriate)
CHILD ISSUES
Are there children in the family w ho are known to be on the Child Protection Register? 
Has this been checked with SSID (Soc.Serv.data)?
Are there children in the family about whom you have some concerns?
If Yes, 5 " m m a ^ | ^ ^ n c e r n s ................................................................................................
YES/NO
YESR^ O
YES/NO
An audh of e*fe co^ordinailon for elienu on a ptyclMlogy waiting lid h  a Prinury Care Mental Health Team (PCMHT)
.22.
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UIAC 
LEISURE/SOCIAL
Have you identified leisure/social needs that the service user may have? 
Summarise identified leisure/sodal needs:.....................................................
C om prehend Care Man conVd
YES/NO
EMPLOYMENT
Have you identified employment circumstances/heeds with the service user? 
Summarise identified employment needs:................................................... ........
YEsmo
HOUSING
Have you identified housinc/accommodation needs with the service user? 
Summarise identified housing/accommodation needs:....................................
YES/NO
BENEFITS
Does the service user have welfare benefit needs? 
Summarise identified benefit needs:.........................
YES/NO
ETHNICITY
Please write the ethnic origin of the service user:........................................ .
Does the service user have any special needs because of tfteir ethnicity? 
Identify these needs:.........................................................................................
YES/NO
GENDER
Does the service user have any special needs because of their gender identity? 
Identify these needs:....................................................................................................
YES/NO
DISABILITY
Does the service user have any special needs because of disability? 
Identify these needs:...............................................................................
YES/NO
HoNoS score (If know n),
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APPENDIX THREE: EXAMPLE OF AN INFORMAL CARE PLAN
ML/MB
3"* November 2004
PRIVATE & CONFIDENTIAL 
Dr.
Dear Dr. 
Re:
I saw for urgent psychiatric evaluation in my clinic at on
14* October 2004 and subsequently reviewed her on 2 November 2004. This 
assessment was initiated by my colleague, , Community Psychiatric
Nurse, who had previously seen the patient and expressed some concern about her.
is a year old married lady o f origin who described a long
Wstory of “depression” which has occurred intermittently since she was 14. However, 
she was reasonably well for a number of years until August 2003 when she began to feel 
depressed. . She attributed this change to stress at school. narrated
that she joined a ballet academy in , to study ballet dancing in 2001. The
excitement and pleasure which she derived from this programme lasted only two years 
before she was faced with increasing pressure which she found progressively harder to 
cope with. Nonetheless she persevered with the situation until March this year when she 
had to quit the programme. Although her exit from this academy initially brought her a 
lot o f relief, subsequently she began to feel she was a failure and seriously blamed herself 
for not having the s t r e n ^  to complete the programme. Her mood has progressively got 
worse and she has increasingly isolated herself from people. She also stopped training in 
ballet dancing and feels very tired most of the time. In recent months she has been 
sleeping a lot and her appetite has been poor. Nonetheless she described no recent 
change in her weight Furthermore she described poor libido, lack o f motivation and 
confidence. Her concentration is also slightly impaired. admitted
having had thoughts of harming herself recently but clearly denied having intent to end 
her life.
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3'** November 2004
She first had contact with the Mental Health Service at the age of 14 and this was in 
. At the time she was described as being anorexic. Although her parents 
disapproved of her having contact with the Mental Health Service she saw a psychiatrist 
for a few months before she eventually stopped. In her early 20s she saw a doctor for 
depression in the UK and was started on treatment with Cipramil which provided no 
benefit. Subsequently she was started on treatment with Prozac fi-om which she 
experienced mixed effects, i.e. she experienced euphoria as well as suicidal thoughts. 
This medication was later stopped and the patient was psychotropic medication free until 
recently when she was started on treatment with Venlafaxine which she failed to tolerate 
as she vomited copiously after taking only a small dose o f this medication.
In tarns of social history is currently unemployed, married and lives with
her husband in their own house. She moved to the UK at the age o f 18 and later moved 
back to with her husband. She returned to the UK a few months ago. She has
no child yet but had a pregnancy terminated at nine weeks, two years ago, because her 
husband did not want the pregnancy.
Her parents had alcohol problems and her mother has a history o f mental disorder.
was brought up in a family atmosphere where she was not allowed to talk. 
She has three sisters and one of them probably suffered with depression. She maintains a 
distant relationship with her parents.
She gave a history of poly substance misuse between the age of 18 and 21. She admitted 
using cannabis, LSD, cocaine, ecstasy, amphetamines, etc.
At the initial assessment she presented as a casually dressed and well kempt lady. She 
was of average size and rapport was easily established and she made good eye contact. 
On some occasions she was tearful. She described her mood as “empty” and objectively 
her mood was depressed. Her speech was spontaneous and coherent Her thought 
content was characterised by self criticism and guilt. There were no psychotic 
symptoms elicited and she demonstrated good insight into her difficulties and was willing 
to receive help.
My impression was that has presented with a history suggestive of
recurrent depressive illness o f moderate severity.
At the end o f the initial assessment she was educated about her condition and was 
therefore advised to start treatment with Mirtazapine initially at a dose o f 15 mg. nocte 
for one week and then increase to 30 mg. nocte. She was then offered a further 
outpatient appointment to see me on 2"  ^November 2004 which she attended. At this 
review she complained of excessive sedation attributed to Mirtazapine and consequently 
she cut down the dose of the medication to 15 mg. nocte. She also reported feeling more
26
1 2 0
Volume 1__________________________________________________ Research Dossier
. . 3"* November 2004
a^tated and aggressive. described other problems which include "awful
nightmares” and weight gain o f 2.8 kilograms in the last couple o f weeks all of which she 
related to the medication. Consequently she declared her wish to change her 
antidcpressant to another one. The plans is as follows.
1. In light o f the above I advised her to withdraw Mirtazapine over the next five 
days and then start treatment with Lofepramine at a dose of 70 mg. daily.
2. She was advised to contact me by telephone in one week’s time in order to 
update me about whether she has been able to tolerate the medication or not
3. I have made a request for some blood tests.
4. She will be seen again for review in six to eight weeks time but before then 
she will be having regular contact with her care coordinator,
5. I understand she has already been referred to the psychology department for 
help hence I will be sending a copy of this letter to the dqiartment
Yours sincerely,
Dr.
Locum Staff Grade Psychiatrist to
C.C. Psychology Department
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APPENDIX FOUR; EXAMPLE OF A TRUST RISK ASSESSMENT FORM
MHS
Name..
RISK ASSESSMENT & MANAGEMENT
NHS Trust
nefalloiriKg risk serttnlng questions, level ofrisks end risk ménagement plans must be completedfor all 
patients/clients referred to eke service. A eomprdiensive risk assessment map be completed in addition to this risk 
screening ÿ t i s  deemed necessary by the professional assessing the paiienl/dient
R isk of Harm (o Others/Carers
Yes No N/A
Not known
C urren t thouehts, plans or fYmptoms, Indicating a risk of violence
C urrent behaviour suggesting there Is a risk of violence
C urrent proMems with alcohol o r substance abuse
Significant past history of violence
An expression of concern from others about the risk of violence
R isk of Self Harm
Yes No N/A
Not known
C urrent thoughts, plans or symptoms Indicating a risk of self-harm
C urrent behaviour suggesting there Is a risk of self harm
C urren t problems with alcohol or substance misuse
Significant past history of self-harm
An expression of concern from others about risk of self-harm
R isk of Self- Neglect
Yes No N/A
Nol Imown
C urrent symptoms and behaviour Indicating a risk of self-neglect
C urrent disabilities (mental o r physical) Indicating a risk of self-neglect
Loss of financial control
C urrent problems with alcohol or substance misuse
Significant past history o f self-neglect
An expression of concern from others about risk of self-neglect
Risk to Chiidren
Yes No m .
Not known
C urrent behaviour, thoughts, plans or symptoms indicating a risk to children
C urrent problems with alcohol o r substance misuse
Preoccupation with child pornography/fantasies .
Significant past history of neglect or abuse of children
History of domestic violence
Presence of a single parent/step parent or cohabitee in family
A child on the ‘at risk’ register o r In care
An expression of concern from others about the neglect/abuse of chiidren
O ther Potential Risks
to m
Not known
Risk of exploitation
Accidental harm
Offending
Wandering/Absent without leave
Risk from environment
Is patient/client a vulnerable adult?
URN: 34326%:
An (Udit of eve oo-ordinetion f v  diceU on m peycholagy waiting lilt in •  Primvy Cve Menial Health Team (PCMHT)
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Tht ts *H aide mémoire. Il ma, te  used le suppon the inidel risk screening. AbemaHvei, a mere
eemprekensire risk assessment can be used i fk  is deemed mere npprepriatefer thepalieni/dient group.
EhH Awwstnent of Risk of Harm in Others/Carert
Yes
Immediate Risk of Harm to Others/Carers
Sustained anger/irritability/fear 
Violent thoughts or fantasies 
Hostile or direatening behaviour 
Disinhihition 
Acting on hallucinations 
-- Delusions of control or fear of attack 
Litigious and misidentification delusions 
Escalating conflict with specific individual 
Acts o f recent violence/arson 
Quotic behaviour^poor social coping 
Reduced level o f support 
, Unresolved source o f stress 
Increase in drug or alcohol misuse 
‘Active* mental illness 
. Poor cmnpliance with treatment 
Possesses weapon with possible intent to use 
Has access to potential w  threatened victim 
New patient/client or change in consultant team
Long term Risk of Harm to Others/Carers
Male (16-35)
Previous violence /  arson 
Previous convictions 
■ Possession of weapons
Lack o f remorse or appreciation of seriousness of past incidentT 
Violent/sexual fantasies (escalation: threats, acting out) [
Preoccupation with weapons/violent literature/military memorabilia Q  
Cruelty to animals ”
Has problems controlling temper 
Impulsive behaviour 
Morbid jealousy /  crotmnanic delusions 
Victim of violence, sexual, emotional abuse in childhood 
Social background (family or locality) of violence 
Hostile relationship with carer/specific individual 
Evidence of rootlessness or ‘social restlessness*
Has a histoty of disengagement from services 
* Poor conçliance with treatment 
Personality disorder (anti-social/borderlinc)
Severe mental illness 
Recent discharge from hospital 
Drug or alcohol misuse
Concern has been expressed by others about risk o f violence
No NA/NotKnown
Comments/past incidents
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TkefoUovnng is an aide mémoire. Il ma, be used to support ike intia! risk screening. Mtemativd, a more 
comprekenshe risk assessment can be used i f  it is deemed more approprialefor Ike patient /dient group.
Immediate Risk of Self Harm
Full Assessment of Risk of Self Harm
Yes No NA/Not known
Psychological distress 
Suicidal thoughts/warnings 
Hopclcssncss/fcclings of guilt 
Depressed Mood
Current anger/agitation/humiliation _
Formulated plan, attenqst, preparations for death, or suicide note Q 
Increase in alcohol or substance use 
Acts o f recent self-harm
Reduction in level of support (including medication)
‘Active* mental illness 
Poor conyliance with medication 
Unresolved stress (especially losses o f emotional, 
social, physical, or financial security)
New patient/climt or change in consultant team
Long term  Risk O f Self Harm
D D
Male (16-30 and 50+)
Social isolation, including estrangement, and rural location 
» Being single (widowed > divorced > separated > single)
Chronic or intermittent suicidal ideas 
Low ambivalence about dying vs. living 
Low self-esteem 
'  History of deliberate self-harm
- Self-injurious behaviour 
Impulsive or violent traits by history 
Recent discharge from hospital
Easy access to lethal toxins (including prescribed medicines)
- Past and current major psychiatric illness (especially depressiv^ [] 
Personality disorder (borderline, narcissistic, antisocial)
Alcohol or drugs misuse 
Poor compliance with treatment 
Hoarding medication
History o f disengagement &om services _
/  Physical illness, especially terminal, painful or debilitating iU n ^  Q 
Family histoty o f suicide
An expression o f concern from others about risk of self-harm 
Comments/past incidents:
URN:34326S«
An'iiodir u f  uue URjuSuahiirttarelleia i uii a  |wÿünau|ty wiiUHg It n StS  PrtttUiy d ti  M falil HealUi 1 t tm  ) '
30
Dec^OOtMO
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ETSK MANAGEMENT
Assessed Level ofR kk , 
Immediate
Risk Of Violence 
Risk o f Self-Harm 
Risk of Self-Neglect 
Risk to Children
Long-term
Risk Of Violence 
Risk o f Self-Harm 
Risk o f Self-neglect 
Risk to Children
Negligible Low Medium High Life Threatening
Previous Incidents/ Other identified risks (please specify):
Risk(s) Management Plan
Please tick box if above risk management plan is in addition to CPA/Crisis Plan □
....................................................................Signature.................................................date.
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APPENDIX FIVE; EXAMPLE OF A TRIAGE RISK ASSESSMENT FORM
PROMPT SHEET FOR RISK ASSESSMENT
(Please be aware that this is a  PROMPT sheet. The Risk Assessment should still
be completed.)
Name: Date of Assessment:
Name/Title of Assessor:
Please complete main categories 1-8 as appropriate.
PREVIOUS
HISTORY
PRESENT
HISTORY
ACTION
NECESSARY
YES NO YES NO YES NO
1. RISK OF HARM TO OTHERS 
(Current thoughts or behaviour 
indicating a risk o f violence etc.)
2. RISK OF DELIBERATE SELF- 
HARM (Current thoughts or 
behaviour indicating a risk e.g. 
cutting, overdose etc.)
3. RISK OF SELF-NEGLECT 
(General physical state, loss of 
financial control, nutrition etc.)
4. RISK TO CHILDREN (Current 
thoughts or behaviours indicating a 
risk, domestic violence etc.)
5. DOES THE USE OF DRUGS & 
ALCOHOL INCREASE ANY OF 
THE ABOVE MENTIONED
OTHER POTENTIAL RISKS PREVIOUS
HISTORY
PRESENT
HISTORY
ACTION
NECESSARY
YES NO YES NO YES NO
6. RISK OF EXPLOITATION 
(Manipulation, being exploited by 
others etc.)
7. RISK OF ACCIDENTAL 
HARM (choking, falling etc.)
8. RISK OF OFFENDING 
(Criminal behaviour towards 
children, adults etc.)
9. RISK OF VIOLENCE 
TOWARDS PROPERTY
10. DOES THE USE OF DRUGS 
& ALCOHOL INCREASE ANY 
OF THE ABOVE MENTIONED
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RISK MANAGEMENT
Assessed Level of Risks 
Immediate
Negligible Low Medium High Life Threatening
Risk o f Violence 
Risk of Self-Harm 
Risk of Self-Neglect 
Risk to Children
Long-term
Negligible Low Medium H i^  Life Threatening
Risk o f Violence 
Risk o f Sel f-Hanm 
Risk of Self-Neglect 
Risk to Children
Outcome of Assessment:
Signature of Assessor: Date:
Signed on behalf of MDT: Date:
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APPENDIX SIX; RISK FACTORS FO R SELF-HARM & VIOLENCE
Table 5a: Riskfactors for violence in psychiatrie patients
1. History o f previous violence
2. Restlessness
3. Poor compliance with treatment and aftercare
4. Substance misuse
5. Recent severe stress
6. Recent discontinuation o f  treatment
7. Evidence o f  planning or obtaining weapons
8. Loss o f  social support
9. Loss o f  accommodation
10. Persecutory delusions/ delusions o f  passivity
11. Emotions related to violence, irritability, anger, hostility, su^iciousness
12. Specific threats made be patient
13. Access to potential victims identified in mental state exam abnormalities
Table 5b: Risk factors for suicide in psychiatric patients
1. Depression 
Male 
Older
Single/ separated 
Socially isolated
Previous deliberate self-harm (DSH)
Perastent insomnia, self neglect, impaired memory, agitation
2. Schizi^hrenia 
Male 
Younger 
Previous DSH
Previous depressive episodes with anorexia 
Serious illness with relapse 
Fear o f deterioration
3. Substance abuse 
Adverse life events 
Previous DSH 
Depressed mood
Serious physical complications__________________________
Taken from Shergill & Szmukler (1998).
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ABSTRACT OF QUALITATIVE RESEARCH
Title
An Interpretative Phenomenological Analysis Interpretive (IPA) study of lay people’s 
views o f psychologists working in clinical settings.
Introduction
Lack of knowledge and uncertainty about mental health services can discourage 
people from seeking help. In the US, research shows a lack of understanding about 
the specific roles of mental health professionals. This study investigates whether the 
lack of understanding surrounding psychology in the US is also present in the UK. It 
explores the lay-person’s understanding of the role of psychologists, their willingness 
to access psychological services and their views about the future need for 
psychologists.
Methods
A semi-structured interview explored the views of one female and four male 
participants between the ages of 18 and 30 years. Open-ended interview questions 
were designed, by five trainee psychologists, to explore the study’s research questions. 
Each trainee conducted a pilot interview, which were then used to refine the interview 
schedule. Each participant was interviewed by one of the five researchers.
Results
Interview transcripts were analysed using IP A. The epistemological stance o f the 
researchers was discussed, and the impact of their pre-conceived ideas on the results 
was acknowledged. Four master themes (uncertainty, media representation, social 
acceptability and professional image) were identified.
Discussion
Emergent themes were understood in terms of the lack of concrete and accurate 
information, available to the layperson, about psychologists working within clinical 
settings. This means that they have to rely on stereotypes portrayed by the media, 
which may help to create and maintain stigma attached to psychological problems and
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a reluctance to access services. A greater need to educate the general public about the 
role o f psychologists was discussed.
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ABSTRACT
INTRODUCTION
Rogers’ (1983) Protection Motivation Theory (PMT) suggests that providing 
information about the health risks of smoking should increase perceived vulnerability 
and intention to quit, but despite numerous health campaigns, a significant number of 
people continue smoking. This may be due to the tendency o f smokers to rate 
themselves as less vulnerable to smoking-related health problems than the average 
smoker. This study drew on theories of optimism bias to create individualised risk 
and myth de-bunking interventions aimed at decreasing optimism bias, and increasing 
perceived vulnerability and intention to quit.
METHOD
An experimental design with four between-subject factors was used. Participants 
were 53 adults, recruited via convenience sampling. All participants were given a 
baseline questionnaire, gathering socioeconomic data, and information about pre­
intervention psychological status. Participants were then given one of four types of 
information about smoking (general risk, myth de-bunking, individual risk, or 
combined myth de-bunking and individual risk) before completing measures of 
optimism bias and PMT constructs.
RESULTS
Individualised risk information and myth de-bunking information alone did not 
decrease optimism bias, or increase perceived vulnerability and intention to quit. 
However, a combination of individual risk and myth de-bunking information led to 
increased perceived vulnerability and intention to quit. Perceived vulnerability and 
response efficacy were found to be significant predictors of intention to quit, while 
self-efficacy predicted likelihood of quitting.
DISCUSSION
The main finding of this study was that combined individualised and myth de-bunking 
information about smoking led to increased perceived vulnerability and greater 
intention to quit smoking. Further research should investigate how these findings
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translate to individuals from other backgrounds, and the effectiveness o f using such an 
intervention within a primary care setting.
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3. INTRODUCTION
Over the past few decades, concerns have been raised about the health consequences 
of tobacco smoking. Tobacco use is the second leading cause of premature death in 
the world (Doll et. al., 1994; Murray & Lopez, 1997), and smoking related illnesses 
are also one of the major causes of death in the UK (Peto et. al., 2000; Twigg et. al.,
2004). Smoking has long been associated with a wide range of health problems 
including lung cancer, emphysema, heart disease and infertility (Bilello, Murin & 
Matthay, 2002; Willigendael et. al., 2004). Treatment of these illnesses within the UK 
is estimated to cost the National Health Service (NHS) over a billion pounds a year 
(DOH, 1998; Parrott et. al., 1998).
Lung cancer has a particularly devastating effect, as it is difficult to cure, and more 
people die from this than any other cancer. About 90% of lung cancer deaths are 
caused by smoking, and about a quarter o f premature smoking related deaths are from 
lung cancer (Toms, 2004). The risk of developing lung cancer increases with the 
number of cigarettes smoked. For example, compared with non-smokers, those who 
smoke between 1 and 14 cigarettes a day have eight times the risk o f dying from lung 
cancer, and those who smoke more than 25 cigarettes a day have 25 times the risk 
(Doll & Peto, 1976; Toms, 2004). However, research shows that duration o f smoking 
is more significantly associated with developing lung cancer in the future, compared 
with the quantity of cigarettes consumed (Toms, 2004). This suggests that greater 
emphasis should be placed on encouraging smokers to quit smoking completely, 
rather than just reducing the amount smoked per day. There have been further 
concerns raised about the effects of passive smoking upon the health of non-smokers 
(e.g. Hirayama, 1981), particularly children living within smoking households. 
Inhalation of secondhand smoke can lead children to develop a wide range o f health 
problems including bronchitis, pneumonia, asthma and other chronic respiratory 
illnesses (Strachan & Cook, 1997); there is also a higher risk of developing cancer in 
the future (DOH, 1998; Hirayama, 1981).
The cessation of smoking can significantly improve the overall health of an 
individual, and decrease the lifetime risk of a person developing a chronic health
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problem such as lung cancer (Peto et. al., 2000; Toms, 2004). In addition, a reduction 
in the number of people smoking should reduce the economic burden placed upon the 
NHS, and allow resources to be used elsewhere (Parrott et. al., 1998). Since the 
1960s, a multi-faceted approach has been taken by the government, aimed at 
decreasing the number of smokers in the UK. This has included tobacco control 
legislation (e.g. ban on cigarette advertising), cigarette warning labels and media 
campaigns. These efforts have led to a variable success rate and, despite a reduction 
in smoking over the past 30 years, approximately 25% of people within the UK 
continue to smoke (Goddard, 2006). Greater understanding about why individuals 
continue to smoke should help to further reduce smoking within the UK.
This introduction will review the literature which explores the factors associated with 
smoking behaviour and smoking cessation. More recently there has been a shift from 
viewing smoking behaviours solely within a biomedical model, which focuses upon 
the addictive nature of nicotine, to include cognitive factors which explain how health 
beliefs and perceptions about the risks of smoking influence smoking behaviour. This 
review will start by discussing tobacco control measures as a means of limiting 
smoking behaviour. The variable success of this strategy is then discussed in the 
context of smoking as an addictive behaviour. The biomedical model of addiction is 
reviewed before moving on to more recent understanding about how social learning 
and cognitive theories can be use to help explain the maintenance of smoking 
behaviours. Finally the ways that the current study builds on the literature will be 
presented.
3.1 TOBACCO CONTROL
Since 1950 (Doll & Hill, 1950), studies have linked smoking to a range o f health 
problems. The government has responded by introducing various measures to try and 
reduce disease, disability and tobacco-related illnesses (DOH, 1998; McNeill et. al.,
2005). The recent white paper “Smoking Kills” (DOH, 1998) pledged a significant 
amount of money aimed at reducing the prevalence o f smoking; tobacco control 
measures form a major part of the government’s strategy.
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Tobacco control describes a number of voluntary and legal measures implemented by 
the government to restrict the use of tobacco within the UK (Action on Smoking and 
Health (ASH), 2006a; Toms, 2004). As the UK is a member of the European Union 
(EU), the government is bound by EU, in addition to UK, legislation. The UK also 
signed up to the Framework Convention on Tobacco Control (FCTC), initiated by the 
World Health Organization, which sets internationally agreed minimum standards for 
tobacco control (ASH, 2006a). This convention was enforced in 2004 so tobacco 
control standards have since been influenced by the FCTC. Current tobacco control 
measures include the protection of children, tobacco advertising legislation, bans on 
smoking in enclosed public places and consumer protection measures, which involves 
the communication of risk information to the public.
J .i . i  Protection of Children
One strategy to reduce the prevalence o f smoking is to prevent initiation of the 
behaviour. A high proportion of smokers begin smoking before the age of 18, so 
measures are required to target smoking in young people to prevent the onset of the 
behaviour (DOH, 1998). The Children and Young Persons (Protection from Tobacco) 
Act 1991 makes it illegal to sell tobacco products to children under the age of 16.
There is evidence that difficulty in obtaining cigarettes deters young people from 
smoking (Stanton et. al., 1993); however, poor compliance with the law has been 
documented (Forster & Wolfson, 1998). Sustained compliance seems to require 
regular enforcement and consistency of approach between suppliers (Stead & 
Lancaster, 2005). This approach has reduced the percentage of children, aged 11 to 
15, trying to buy cigarettes from a shop from 32%, in 1996, to 17%, in 2004 (ASH, 
2006b). Despite this, the mid-nineties saw an increase in teenage smoking rates, 
particularly amongst girls (ASH, 2006b). Between 1996 and 1999 there was a small 
decline in the prevalence of smoking in 11 -  15 year olds; however, the proportion of 
young people smoking regularly appears to have remained relatively stable since, 
despite the governments’ attempts to reduce it (ASH, 2006b). Despite equivocal 
evidence for the efficacy of access control, the government is currently considering 
raising the legal age for the purchase of tobacco products to 18 years (ASH, 2006b).
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3.1.2 Tobacco Advertising
Surveys of tobacco advertising have shown that people are more likely to smoke the 
more heavily promoted brands of cigarettes, and that advertisements also reinforce 
smoking behaviour (Pierce et. al., 1991; 1998; Saffer & Chaloupka, 2000). 
Advertising was also found to communicate smoking to be a socially acceptable norm 
(ASH, 2006b). The Tobacco Advertising and Promotion Act 2003 banned all forms 
of advertising or promotion of tobacco products except at the point o f sale (ASH, 
2006a). The introduction of this ban has significantly reduced the exposure of 
smokers to pro-tobacco messages (Harris et. al., 2006). There is also evidence that a 
comprehensive advertising ban has been successful in reducing the consumption of 
cigarettes (Saffer & Chaloupka, 2000).
3.1.3 Smoking in public places and workplaces
Legislation to ban smoking in all enclosed workplaces and public places in the UK 
was passed in 2006. This ban has recently been enforced in Scotland and Wales, and 
will be introduced to England in July 2007. There is evidence that smoking bans such 
as these promote quitting behaviour and prevent relapse of smoking behaviour 
following a quit attempt (Borland et. al., 2006; Fong et. al., 2006; Hammond et. al., 
2004). This may be partially due to the resultant change in attitudes, beliefs and cultural 
norms which often follow behavioural change (Fong et. al., 2006). In 2004, the 
Republic of Ireland was the first country to implement smoke-firee environments in all 
workplaces. A quasi-experimental study was undertaken, following the smoking ban, 
and it was found that the reduction in smoking in public places was followed by a 
decrease in smoking in private locations, and increased support firom smokers for 
smoke-jfree laws (Fong et. al., 2006). These findings predict positive consequences 
following the smoking bans in England, Scotland and Wales this year; however further 
research will be needed to assess their impact.
3.1.4 Consumer Protection
The extent to which smokers perceive smoking to be a threat to their health has been 
linked to intention to quit, and more successful quit attempts (Hammond et. al., 2006). 
Communicating the health risks of smoking is a primary aim of tobacco control 
policies worldwide. Cigarette warning labels and mass media campaigns have both
143
Volume 1_________________________________________________  Research Dossier
aimed to inform smokers about the health risks of smoking. However, these forms of 
risk communication have been met with varying degrees of success.
Text based health warnings such as “smoking causes cancer” became compulsory 
within the European Union in 1992 (Joossens, 2004). All tobacco products were also 
required to communicate the tar and nicotine content of the product. Approximately 
two-thirds of smokers within developed countries have been found to obtain 
information about the health risks of smoking from cigarette packets (Hammond et. 
al., 2006). However, these warnings have been generally unsuccessful in 
communicating the health risks of smoking to the public. Smokers who have relied on 
cigarette packets for health warnings have been found to have significant gaps in their 
knowledge about the risks of smoking (Hammond et. al., 2006). This may be because 
warnings were only required to cover 4% of the packaging surface and were found to 
be relatively ineffective due to their relatively small size and the lack of contrast o f the 
labels (Joossens, 2004).
In 2001, the FCTC recommended that health warnings should cover 30-50% of the 
packaging of tobacco products, in contrasting colours and should include pictures on 
both sides of the packaging (Joossens, 2004). The European Union has made larger, 
more graphic text warnings compulsory and these were implemented in the UK in 
2003.
Countries such as Canada and Brazil have already combined graphic text health 
warnings with colour images of health concerns. Focus group studies and telephone- 
based surveys have found that these new health warnings are more effective, than 
traditional health warnings, in communicating the health risks o f smoking to adult 
smokers. This has been demonstrated by an increase in smokers’ intentions to reduce 
their tobacco consumption, and increased motivation to quit (Hammond et. al., 2003; 
Hammond et. al., 2004; Saude, 2003). In a longitudinal study, Hammond et. al. 
(2004) found that the new warnings were effective in persuading smokers to quit. 
However, this study did not use text based warnings as a control. A further study, 
which compared text only with graphic warnings, found no difference between their
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effectiveness, and concluded that the information contained on the labels may be more 
significant than their appearance (Kunkler, 2005).
Mass media campaigns have also been a method used to promote the health risks of 
smoking cigarettes. It has been difficult to draw conclusions about the effectiveness 
of such campaigns because they tend to involve several different elements, although 
most research has looked at the impact o f television advertisements (Gutierezz, 2007). 
Research of television campaigns within the US and Canada found that they were 
effective in reducing the prevalence of smoking (Goldman & Glantz, 1998; Hu et. al., 
1995; Sly et. al., 2001). However, the results of these studies were confounded by the 
fact that the campaigns were combined with tax increases on cigarettes and mass 
media education. Further research in Australia showed a decline in the prevalence of 
smoking following campaigns that predominantly involved television advertisements 
(Dwyer et. al., 1986; Pierce et. al, 1986). There has been limited research about the 
effectiveness of UK mass media campaigns. McVey & Stapleton (2000) found a 
reduction in smoking prevalence following an 18 month anti-smoking television 
campaign. However, it was difficult to factor out the effect of the No Smoking Day 
campaign, and advertisements for nicotine replacement advertisements, which were 
occurring at the same time as the media campaign. The Department of Health have 
found that television advertising is the major motivator of quit attempts in the UK 
(Gutierezz, 2007).
There is evidence for the success of tobacco control measures. However, despite this, 
many people continue to smoke. Other factors which may influence a smokers’ 
decision to quit smoking therefore need to be considered.
3.2 SMOKING & ADDICTION
Research suggests that cigarette smokers become physically dependent upon the 
activity because of the addictive properties of nicotine (ASH, 2004; RCP, 2000). 
Addiction is defined as “a situation in which a drug or stimulus has unreasonably 
come to control behaviour” (RCP, 2000). The International Classification o f Diseases 
(ICD-10) (WHO, 2005) describes substance dependency as “a cluster o f behavioural, 
cognitive and physiological phenomena that develop after repeated substance use and
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that typically include: a strong desire to take the drug, difficulty controlling use, a 
higher priority given to drug use than to other activities and obligations, persisting in 
use despite harmful consequences, increased tolerance and sometimes, a physical 
withdrawal state.” Cigarette smokers tend to exhibit a range of these characteristics 
(RCP, 2000).
Nicotine has been shown to affect several neurotransmitter systems wdthin the brain 
(Dani & De Biasi, 2001; RCP, 2000). However the predominant biomedical paradigm 
of smoking addiction is that dependence is derived fi-om the inducement of pleasure 
for the individual, thorough activation of the dopamine system (Hebert, 2005). In the 
short term, nicotine triggers the release of dopamine in the mesolimbic system of the 
brain, which creates sensations of pleasure for the smoker (RCP, 2000). This 
pleasurable experience is thought to reinforce smoking behaviour. However, a longer 
term consequence of nicotine is that it begins to desensitise the neurotransmitters 
(Dani & Biasi, 2001). This leads to prevention o f the brain fi-om experiencing 
pleasure and means that smokers have to inhale stronger doses of nicotine in order to 
experience the same level of pleasure (RCP, 2000). This adaptation of the body to 
nicotine leads to withdrawal symptoms following smoking cessation.
There is strong evidence for the addictive properties of nicotine and its role in 
maintaining smoking behaviour. One observation, often quoted as a significant 
indicator of the addictive quality of nicotine, is the discrepancy between the desire to 
quit and quitting success rates (Dani & De Biasi, 2001; DOH, 1998). Many surveys 
have found that about seven out of ten adult smokers would like to stop smoking; 
however, the success rates of quit attempts remains low and most smokers take several 
attempts before they successfully quit (DOH, 1998). Despite this, the addictiveness of 
nicotine does not explain why the remaining 30% of smokers do not make any attempt 
to quit smoking. Factors other than addiction to nicotine have been found to be 
important in the development and maintenance of smoking. Opinion has shifted from 
viewing addictive behaviours purely within a biomedical model to the 
acknowledgement of the importance of social learning and cognitive factors. Over the 
past few years there has been a growing body of evidence looking at the role that 
psychological factors play in the maintenance of risk taking behaviours such as
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smoking. This growing awareness has led to the development of several 
psychological models which aim to increase understanding about how cognitive, 
emotional and behavioural factors may help to maintain smoking behaviour.
3.3 MODELS OF SMOKING BEHAVIOUR
3.3.1 Fear Appeals
Fear is as an emotional response to a perceived dangerous threat, and most people will 
respond to fear by altering their behaviour to reduce or remove the threat (Tanner, 
Hunt & Eppright, 1991). Fear and threat can be conceptually distinguished, vrith fear 
describing an emotional response, while threat is a cognitive perception; however, 
they are highly correlated in that fear will increase as threat does (Witte & Allen, 
2000). The behavioural response to fear underlies the aim of fear appeals, which 
communicate threatening information to the recipient in order to promote behavioural 
change. Smoking fear appeals have tended to communicate smoking-related health 
risks. Several meta-analyses have been conducted, on the fear appeal literature, to 
determine the impact of such appeals (Boster & Mongeau, 1984; Mongeau, 1998; 
Witte & Allen, 2000). The most recent meta-analysis investigated ninety-three studies 
which had experimentally manipulated fear, or threat, in a fear appeal. They found 
small-medium associations between all features o f the message manipulations (fear, 
severity, susceptibility, response efficacy and self-efficacy) and greater behavioural 
intentions (Witte & Allen, 2000). These results provide some evidence for the 
effectiveness of fear appeals on behavioural intentions. As such, social marketing 
campaigns have used fear appeals, aiming to arouse smokers’ fears about the health 
risks of smoking, as a way of persuading them to quit (Hill, Chapman & Donovan, 
1998; Donovan et. al., 2003).
There are several theories which attempt to conceptualise fear appeals. These have 
tended to be influenced by the dominant psychological model at the time of 
development, with early theories being influenced by learning theory and later models 
taking a more cognitive approach (Witte & Allen, 2000). Several authors have 
classified fear appeal theories into three major groups: drive theories, parallel response 
models and subjective expected utility models (Beck & Frankel, 1981; Price-Dillard, 
1994; Witte & Allen, 2000).
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3.3,2 Drive Theory
Drive theory provided an early explanation for why a fear appeal should work. A 
drive is a physical state which pushes an individual into action (Price-Dillard, 1994). 
Drive theory suggested that people act to reduce the negative drive state caused by the 
communication of risk information. Motivation to protect oneself from a health 
concern, such as the development o f lung cancer, is dependent on the level of fear 
aroused by the information communicated in a fear appeal. Drive theory draws upon 
principles of behavioural reinforcement, and fear is postulated to have either a 
facilitative or interfering effect depending upon the effect that the behavioural strategy 
has on fear levels (Dollard & Miller, 1950). If  health protective behaviours lead to a 
reduction in fear then this has a reinforcing effect, and the behaviour is maintained. 
However, if  the fear elicited by the fear appeal is too overwhelming then the health 
protective behaviour may not be enough to reduce the fear and maladaptive strategies, 
such as avoidance, may be employed (figure 1).
Figure 1: The drive model o f  fear appeals
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Janis (1967) suggested that the relationship between fear and behaviour is best 
described using a U-shaped curve. This model proposes that when fear is low then 
motivation to change behaviour is also low. This occurs because reinforcement o f the 
new behaviour is not possible without fear, and the absence of drive. However if  fear 
is too high then avoidance will occur. Drive theories therefore suggest that there is an 
optimal level of fear which leads to successful persuasion by fear appeals (Tanner,
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Hunt & Eppright, 1991); however, there was very little empirical evidence to support 
the presence of such a relationship (Arthur & Quester, 2004; Keller & Block, 1996; 
Leventhal, 1970). In contrast, several studies found a consistently positive 
relationship between level of fear and persuasive power (Bagozzi & Moore, 1994; 
Bennett, 1996; LaTour & Rotfeld, 1997).
More recent research has found that highly threatening messages can lead to 
maladaptive responses such as avoidance if  perceptions of control are low (Witte & 
Allen, 2000), but the lack o f empirical evidence supporting the drive model led to the 
development of other theories.
3.3.3 Parallel Response Model
Following the lack of empirical evidence in support of drive theory, Leventhal (1970) 
proposed the parallel response model to account for the effect of fear appeals. This 
model contradicts the idea that fear is the sole mechanism underlying the behavioural 
and attitude changes, resulting from fear appeals. It suggests that there are separate, 
but interdependent, emotional (fear) and cognitive (threat) effects of fear appeals 
which occur simultaneously (Beck & Frankel, 1981; Price-Dillard, 1994; Witte & 
Allen, 2000).
These separate processes have two different outcomes: fear control and danger control 
(Price-Dillard, 1994) (Figure 2). Fear control responses aim to reduce the unpleasant 
internal bodily responses which are triggered by a threatening communication. These 
might include denial, avoidance, and distraction. In contrast, danger control strategies 
are directed towards reducing the external threat, which involves changing 
behavioural responses to the environment. This model therefore suggests that 
behavioural change following a fear appeal results from the desire to control the 
perceived danger rather than to reduce fear (Beck & Frankel, 1981). These two 
processes can interact to facilitate or inhibit the behavioural response to the 
threatening communication (Leventhal, 1970). For example, effective danger control 
strategies may also reduce fear whereas unsuccessful attempts at fear control may 
impact upon believes about self-efficacy to implement danger control strategies.
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Figure 2: LeventhaVs (1970) Parallel Response Model
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This model was criticised for its lack of specificity ahout which components of fear 
appeals trigger these different processes; however, the parallel response model 
introduced a cognitive element to the understanding ahout fear appeals, which fiirther 
research built upon (Beck & Frankel, 1981; Price-Dillard, 1994; Witte & Allen, 2000).
3.3.4 Subjective Expected Utility Models
Subject Expected Utility (SEU) models suggest that individuals are motivated to 
select behaviours which maximise rewards and minimise punishment (Beck & 
Frankell, 1981; Milne, Sheeran & Orbell, 2000; Price-Dillard, 1994).
3.3.5 The Theory of Planned Behaviour
The theory of planned behaviour (TPB) (Ajzen, 1985) is an SEU theory which was 
developed to describe the elements which predict behavioural intentions, although not 
specifically in relation to fear appeals. It suggests that behavioural intentions are 
related to three sets o f beliefs: behavioural beliefs, normative beliefs and control 
beliefs. Behavioural beliefs describe beliefs about the likely outcomes o f the 
behaviour, and produce either a positive or negative attitude towards the behaviour; 
normative beliefs are beliefs about the normative expectations of others and lead to a 
subjective norm; and control beliefs are beliefs about the factors which may inhibit or 
facilitate implementation of the behaviour and lead to perceived behavioural control.
150
Volume 1 Research Dossier
The more favourable the attitude and subjective norm, and the greater the perceived 
control, the higher behavioural intentions will be.
Figure 3: The Theory o f  Planned Behaviour (Ajzen, 1985)
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The TPB has been widely used to investigate the predictors of various behaviours 
including the cessation of smoking (e.g. Norman, Conner & Bell, 1999).
3,3.6Protection Motivation Theory
Rogers’ (1975; 1983) protection motivation theory (PMT) is an SEU model which 
builds upon the ideas introduced by the parallel response model. It aimed to clarify 
which components o f a fear appeal triggered specific cognitive appraisal processes 
(Milne, Sheeran & Orbell, 2000).
PMT suggests that motivation to protect oneself from a health concern is not a direct 
response to fear, but is mediated by the cognitive appraisal of what is communicated 
in the fear appeal. Rogers first proposed the PMT in 1975 but revised his theory in 
1983 (figure 3). The model suggested that different components of fear appeals 
stimulate separate cognitive appraisal processes, which will subsequently affect 
protection motivation. Protection motivation is measured by an individual’s intention 
to implement the behavioural change recommended by the fear appeal. More 
specifically, the PMT highlights two cognitive appraisal processes which mediate the 
protection motivation: threat and coping appraisals. Although fear appeals are a 
major trigger for protection motivation, the revised PMT model proposed that sources
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other than fear appeals, such as observational learning and personality, can also 
stimulate cognitive appraisal leading to protection motivation (Milne, Sheeran & 
Orbell, 2000).
Figure 2: Rogers’ (1983) Protection Motivation Theory
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Threat appraisals
Threat appraisals are related to the degree to which a person perceives that they are at 
risk o f developing the health concerns presented in a fear appeal, for example 
smoking-related lung cancer. Perceived personal vulnerability describes the extent to 
which this risk is perceived as a threat to the individual and perceived severity refers 
to the appraisal of how serious the threat would be to an individuaTs own life (Beck & 
Frankell, 1981; Milne, Sheeran & Orbell, 2000; Price-Dillard, 1994; Rogers, 1983). 
The higher the level o f perceived personal vulnerability and perceived severity the 
more fear is evoked and therefore the more threatening the health concern is perceived 
to be. The more threat perceived, then the more likely the individual is to engage in 
protection motivation and the higher their intention to implement behavioural change 
(Rogers, 1983; Milne, Sheeran & Orbell, 2000). Rogers’ (1983) revised model added 
reward appraisal which is the appraisal of the extrinsic and intrinsic rewards 
associated with not adopting the desired behaviour, such as the pleasure derived from 
smoking.
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Coping appraisals
Coping appraisals describe the cognitive appraisal processes which deal with 
information about how to reduce the perceived threat. More specifically, Rogers 
(1983) proposed two important coping appraisals: response efficacy and self-efficacy. 
Response efficacy refers to the extent to which an individual believes that a health 
behaviour (e.g. quitting smoking) will be effective in reducing a health threat whereas 
self-efficacy describes an individual’s perception of how able they are to carry out this 
behaviour (Beck & Frankell, 1981; Milne, Sheeran & Orbell, 2000; Price-Dillard, 
1994; Rogers, 1983). Motivation to protect oneself fi-om the health concern (e.g. to 
quit smoking) is the result o f both threat and coping appraisals, and will determine the 
person’s resultant health behaviour (Rogers, 1983). He also suggested that coping 
appraisals are affected by appraisals of response costs, which are the costs associated 
with behavioural change (e.g. withdrawal symptoms).
Interactional Effects
Rogers (1975) originally proposed that the PMT’s cognitive appraisal processes 
should combine to influence protection motivation; however, research findings led 
him to discard this view (Rogers & Mewbom, 1976; Ho, 1992). His revised model 
(Rogers, 1983) suggested that if  response efficacy or self-efficacy is high, either high 
vulnerability or high severity will effect protection motivation (Block & Keller, 1998). 
Again, the lack of empirical evidence for this effect led to Rogers rethinking his 
model. He subsequently proposed that components within PMT had additive effects 
so that if  one element is low then high levels of the other components could 
compensate (Block & Keller, 1998). This additive model has received stronger 
support fi-om the literature. Witte & Allen (2000) examined interactions between the 
threat and coping variables of the PMT model in a meta-analysis of 23 studies. They 
used a 2 X 2 design to consider the relationship between threat and efficacy. A 
significant main effect was found for both threat and efficacy but there was no 
interactional effect identified. Post hoc tests found that the high threat, high efficacy 
group had a significantly greater effect on intentions compared with the high threat, 
low efficacy group and the low threat, high efficacy group. The low threat, low 
efficacy group had a significantly lower impact on intentions than the three other 
groups. This finding provides evidence in support of an additive model of PMT.
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Rationale fo r  using PM T within this study
PMT rather than the TPB was chosen to determine the impact o f the study’s 
experimental manipulation for two reasons. Firstly, unlike the TPB, PMT was 
developed to explain the components of a fear appeal which predict behavioural 
intentions. Secondly, individualised risk and myth de-bunking information both aim 
to change perceptions of personal vulnerability which is a key component of PMT, but 
not o f the TPB.
Empirical evidence fo r  PMT
PMT has been the subject of literature reviews (Boer & Seydel, 1996; Rogers & 
Prentice-Dunn, 1997) and two recent meta-analyses (Floyd, Prentice-Dunn & Rogers, 
2000; Milne, Sheeran & Orbell, 2000). Milne, Sheeran & Orbell (2000) conducted a 
meta-analysis of 12 studies of mixed correlational and experimental designs, to 
investigate the PMT as a predictive model of health-related behavioural intentions. 
They found a small association between severity and intention (r = .10), small- 
medium associations between vulnerability and intention (r = .16), and fear and 
intention (r = .20), and medium associations between self-efficacy (r = .33), response 
efficacy (r = .29), response costs (r = -.34) and intention.
A larger meta-analysis (N = 65) resulted in similar findings with small-medium 
associations between vulnerability (d = +0.41), severity (d = +0.39), rewards (d = 
+0.39) and intentions; medium associations between response efficacy (d = +0.54), 
response costs (+0.52) and intentions; and a large association between self-efficacy 
and intentions (d = +0.88) (Floyd, Prentice-Dunn & Rogers, 2000). These findings 
suggest that coping appraisals are better predictors of behavioural intentions than 
threat appraisals. However, the lack of variability often found in severity scores may 
influence its poor correlation with intention. Milne, Sheeran & Orbell, (2000) suggest 
that severity is a multi-dimensional construct which includes different components 
such as physical severity and psychosocial severity, so that measuring only physical 
severity may not provide and accurate representation of the cognitive appraisal of 
severity. It has also been highlighted that interpreting the relationship between 
vulnerability and intention is difficult because there can be both a positive and 
negative relationship depending upon the coping strategy adopted (Weinstein &
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Nicolich, 1993). Efficacy appraisals may also have a moderating effect upon threat 
appraisals, which may mask the direct relationship between threat appraisals and 
intentions.
There has been limited research investigating the effectiveness of PMT components in 
smoking cessation strategies. Ho (1992) used PMT-based cognitive measures 
(perceived severity, vulnerability & self-efficacy) to investigate the effectiveness of 
four newly introduced text-only cigarette packet health warnings on intention to quit 
smoking. Only one of these labels had an indirect positive relationship with smokers’ 
intention to quit smoking, which may suggest that the other labels were not perceived 
as threatening enough. This one label was shown to have an influence on participants’ 
intentions to quit smoking only when vulnerability was high. The study also found an 
interactional effect with self-efficacy so that intentions to quit were only affected if 
vulnerability and self-efficacy were both high. If  vulnerability was high but self- 
efficacy was low, then intention to quit was reduced. This suggests that 
communicating the risks of smoking in a threatening way may not be enough to 
persuade smokers to quit.
Although the PMT model seems to provide a good theoretical basis for explaining 
how fear appeals work, it has been criticised because it does not explain under what 
circumstances fear appeals might fail (Witte & Allen, 2000). Tanner, Hunt & 
Eppright (1991) suggest that PMT can be extended to include maladaptive 
behavioural responses. These are coping responses that are used to reduce the level of 
fear associated with the threat, but which do not actually reduce the danger (Rippetoe 
& Rogers, 1987). The adoption of such coping responses is thought to be heavily 
influenced by past experience (McCoy et. al., 1992; Tanner, Hunt & Eppright, 1991; 
Weinstein, 1982; 1987). For example, an individual who has several smokers within 
their family, who have not been affected by premature death, may perceive that they 
too can continue smoking and avoid such a fate. Tanner, Hunt & Eppright (1991) 
propose that in addition to appraising threat information, individuals will also appraise 
their repertoire of adaptive and maladaptive behavioural responses to the threat. This 
appraisal o f behavioural responses may influence perceived personal vulnerability and 
perceived severity and therefore influence their ultimate response to the fear appeal
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(Tanner, Hunt & Eppright, 1991). One cognitive appraisal process which has been 
proposed to influence perceived personal vulnerability to the effects of smoking is 
optimism bias.
3.3.7 Optimism Bias
Rogers’ (1983) PMT suggests that communicating the health risks of smoking should 
increase an individual’s perceived personal vulnerability to harm and their perceived 
severity of harm. These cognitive processes should lead to an increased threat 
perception and fear, and, if  self-efficacy and response efficacy are high, this should 
motivate individuals to quit smoking. However, research shows that although many 
smokers are generally aware about the health risks of smoking they continue to smoke 
regardless (McCoy et. al., 1992; Strecher, Kreuter & Kobrin, 1995). A possible 
explanation for this finding is that, for some reason, communication about the health 
risks of smoking does not necessarily increase an individual’s perceived personal 
vulnerability to harm. Research on adolescent smokers has found that when they are 
made aware about the health risks of smoking their perception o f severity increases 
but perception of vulnerability remains low; smoking behaviour is often seen to 
increase under these circumstances (Pechmann et. al., 2003).
There is much literature highlighting a bias in the way that people perceive 
information about health risks. Many people show a tendency to underestimate 
personal vulnerability to illness and disease (Chapin, 2001; Clarke et. al., 2000; 
Dillard, McCaul & Klein, 2006; Weinstein, 1996). This could partly be linked to the 
lay-person’s lack of understanding about health risks and how they are personally 
relevant. Indeed, there is evidence to suggest that, although they are aware of 
smoking-related health consequences, smokers do not understand their exact nature 
and severity (Weinstein et. al., 2004). However, people have been found to rate their 
personal risk of experiencing a health problem as lower than the average person, 
rather than just against their actual personal risk. This phenomenon is known as 
optimism bias (Weinstein, 1980) or unrealistic optimism (Weinstein, 1982). Four 
methods of assessing smokers’ risk perceptions, and optimism bias, have been 
documented in the literature. Firstly, comparisons between quantitative judgements o f 
risk and objective statistics; secondly, comparisons between smokers assessment of
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their risk and the risk of non-smokers; thirdly, comparison between smokers’ and non- 
smokers’ views about their risks from smoking; fourthly, smokers’ comparisons o f 
how their own risk compares with that of other smokers (Weinstein, 1999). It has 
been suggested that a combination of these assessment methods should be used to 
measure optimism bias (Weinstein, 1999).
Optimism bias can have positive effects, such as maintaining self-esteem (Sutton, 
2002); however, it can also have harmful consequences because it may interfere with 
health protective behaviours, which would otherwise reduce the risk of being affected 
by illness or disease. Optimism bias seems to differentially affect smokers compared 
to non-smokers (Arnett, 2000; Ayanian & Cleary, 2006; Dillard, McCaul & Klein, 
2006; McKenna, Warburton & Winwood, 1993; Waltenburg & Zagummy, 2004; 
Weinstein, 1998; Weinstein, Marcus & Moser, 2005). Its presence in smokers could 
therefore contribute to an understanding about the maintenance of smoking 
behaviours.
Some studies provide evidence that smokers do not see themselves as being at a 
higher than average risk of developing smoking related problems, such as heart 
disease or cancer (Ayanian & Cleary, 1999), while others have shown that smokers 
estimate their risk o f developing smoking-related diseases as being higher than the 
risk of non-smokers (McCoy et. al, 1992; McKenna, Warburton & Winwood, 1993). 
However, there seems to be clear evidence that most smokers tend to believe that the 
risk of developing smoking-related illnesses apply more to other smokers than to 
themselves (e.g. Amett, 2000; Dillard, McCaul & Klein, 2006; Hahn & Renner, 1998; 
McKenna, Warburton & Winwood, 1993; Waltenburg & Zagummy, 2004). This 
means that a fear appeal, aimed at communicating the health risks of smoking to 
smokers, may be ineffective because it may not increase personal vulnerability and 
perception o f smoking as a threatening behaviour. A search of the literature found no 
studies which have specifically looked at optimism bias against PMT. However, a 
negative relationship has been found between optimism bias and the threat appraisal 
components of PMT (Clarke et. al., 2000).
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The PMT predicts that high levels of self-efficacy will be associated with greater 
intention to quit. Research into perceived controllability and optimism bias has found 
that, the more a risk is perceived as controllable, the higher optimism bias is (Harris, 
Weinstein & Klein, 1996; Hoorens & Buunk, 1993). For example, people who 
believe that they can control the health impact of smoking by exercising or eating well 
may have higher levels of optimism bias than those who do not. Acceptance of myths 
which increase controllability of smoking-related illnesses, such as “exercise will 
counteract the effects of smoking”, has been significantly associated with an increase 
in optimism bias (Dilliard, McCaul & Klein, 2006). This may seem to contradict the 
predictions o f the PMT as it would suggest that high self-efficacy increases optimism 
bias which in turn will reduce perceived vulnerability and intention to quit. Further 
research has argued that behavioural control and self-efficacy are distinct concepts 
which are measuring different constructs (Armitage & Conner, 1999). If  this is true, 
then smoking self-efficacy and perceived controllability may have different 
associations with optimism bias.
According to PMT, optimism bias appears to reduce intention to quit because it 
reduces perceived vulnerability to smoking related illness. It therefore seems that 
communications about the health risk of smoking need to reduce optimism bias to be 
effective. Understanding the mechanisms which underlie optimism bias should assist 
the design of interventions which are effective in altering it. Two proposed theories of 
optimism bias are selective focus and downward social comparison (Weinstein & 
Klein, 1995).
Selective focus
Weinstein (1983) proposed that optimism bias occurs because people tend to 
selectively focus on their risk reducing behaviours and ignore their risk increasing 
behaviours. For example, smokers may selectively focus on their healthy diet and 
exercise regime as reducing their risk of developing lung cancer while ignore the 
increase in risk that smoking presents. The effects of this selective focus is 
compounded by an egocentrism which means that people tend to ignore the risk 
decreasing behaviours of others. Hoppe & Ogden (1996) investigated the effects o f 
reviewing risk increasing and risk decreasing factors on the HIV risk perception of
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164 heterosexual participants. Participants were given either risk increasing or risk 
decreasing questions. They found that review of risk decreasing factors increased 
optimism about HIV risk in comparison to risk increasing factors, providing support 
for the selective focus theory.
Focus on risk reducing behaviour can lead to self-exempting beliefs about a risky 
behaviour such as smoking (Chapman & Rubenstein, 1987). Self-exempting beliefs 
act to reduce the gap between beliefs held and behaviour (e.g. holding the belief that 
smoking causes serious health problems while continuing to smoke). Chapman, 
Wong & Smith (1993) surveyed smokers and non-smokers to investigate the presence 
of self-exempting beliefs (e.g. “it’s safe to smoke low tar cigarettes”). They found 
that more smokers than non-smokers held self-exempting beliefs. However, this study 
did not examine how such beliefs relate to optimism bias. Dillard, McCaul & Klein 
(2006) investigated whether perceptions about smoking risks were related to self- 
exempting beliefs in the form of risk reducing, smoking myths. They surveyed 377 
smokers and found that there was a small to medium, but significant, association 
between optimism bias (lower perceived risk) and beliefs in smoking myths (r = -.07 
to -.34), and a small, but significant, association between optimism bias and intention 
to quit smoking (r = .16). This study provides some evidence that optimism bias may 
be linked to selective focus on risk reducing behaviours.
Downward Social Comparison
Social comparison is a phenomenon which is seen in the context o f human adaptation 
as a way of assessing one’s status within a group (Buunk, Gibbons & Visser, 2002). It 
is the process of assessing one’s own characteristics against the perceived 
characteristics of others. Its goal is to acquire information about the self and it is 
thought to be a universal phenomenon (Gibbons & Buunk, 1999). One fimction of 
social evaluation processes is thought to be the desire or need for self-enhancement 
(Gibbons & Buunk, 1999). It is seen as a way of enhancing self-esteem in threatening 
situations. When engaging in social comparison, people show a tendency to rate their 
chance o f being negatively affected by a -wide range of events such as cancer, terminal 
illness or tooth decay as lower than the average other person. Research suggests that 
people who are more optimistic about their health tend to engage in process o f
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downward social comparison (Buunk, Gibbons & Visser, 2002). For example, Taylor, 
Wood & Lichtman (1983) found that women with breast cancer nearly always 
believed that they were better off than other women with breast cancer despite the 
severity of their symptoms.
There is evidence that optimism bias about health risks occurs because individuals 
tend to compare themselves with a prototype smoker whom they perceive to be worse 
off (e.g. someone who smokes 50 cigarettes a day compared with only 5 a day) 
(Brown & Imber, 2003; Buunk, Gibbons & Visser, 2002). Information about health 
risks of smoking therefore appear less threatening to the individual and they remain 
unmotivated to reduce their tobacco intake or quit smoking. Gibbons et. al. (1991) 
have provided evidence that smokers engage in the process of downward social 
processing, although they did not investigate the phenomenon in relation to optimism 
bias or perceptions of vulnerability. In a survey of 564 smokers, Sutton (2002) 
provided participants with accurate information about the consumption of an average 
smoker and found that optimism bias was increased in lighter smokers and decreased 
in heavier smokers. Manipulating social comparisons therefore appears to alter levels 
o f optimism bias. An intervention which provides risk information for target group 
similar to the individual should also prevent this process of downward comparison 
(Brown & Imber, 2003). If  an individual is unable to compare their situation with 
someone who is worse off than them this should have the effect of reducing optimism 
bias, and therefore increase the perceived threat o f smoking. This approach may also 
prevent an increase in optimism bias in lighter smokers.
Previous de-biasing studies
Several studies have previously attempted to reduce optimism bias, but it has proved a 
difficult cognitive process to alter (Weinstein, Sandman & Roberts, 1991; Weinstein 
& Klein, 1995). Most studies have used risk information about others to manipulate 
comparison targets used by smokers to calculate their own risk. It has been argued 
that manipulating risk information about others is more relevant than manipulations of 
individual risk because this strategy can be used within health promotional campaigns 
(Sutton, 2002; Weinstein, & Klein, 1995). This approach has, however, led to mixed 
results. Sutton (2002) found that providing information about the average smokers’
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consumption altered levels of optimism bias in smokers. Weinstein & Klein (1995) 
completed four experimental manipulations aimed at reducing optimism bias about 
several health risks using educational, social comparison and selective focus reducing 
methods; all o f these were unsuccessful in reducing optimism bias. In contrast, 
studies which have used individualised risk manipulations seem to have been more 
successful in reducing optimism bias.
Previous studies have found that optimism bias can be decreased by getting 
individuals to imagine a scenario with negative consequences for which they are 
responsible (McKenna & Myers, 1995; McKenna & Myers, 1997). Myers & Frost 
(2002) found that participants asked to imagine that they developed a serious illness 
(such as lung cancer) as a result o f their smoking habit showed a decrease in their 
optimism bias. Unfortunately, those with a low level of baseline optimism bias 
showed a resultant increase in optimism bias.
Kreuter & Strecher (1995) assessed participants’ risk perceptions about several 
negative events before and after they were provided with individualised risk feedback. 
This information was linked to a reduction in optimism bias about stroke (r = .24) and 
a decrease in pessimism about cancer risk (r = .31). This suggests that providing 
individualised risk information can change risk perceptions about illnesses such as 
stroke and cancer. There is further evidence that individualised risk communication is 
an effective method of motivating health protective behaviours (Edwards & Elwyn, 
1999; McClure, 2002; Risser & Belcher, 1990). Providing individualised risk 
information may be a successful way of reducing optimism bias and increasing 
personal vulnerability to illness because it prevents individuals from engaging in the 
process of downward social comparison.
3.4 DEVELOPMENT OF CURRENT STUDY
There are many health problems linked to smoking. Lung cancer is one of the most 
serious smoking related illnesses because once developed, it is difficult to cure. It is 
one of the most prevalent forms of cancer treated within the NHS and about 90% of 
lung cancer cases have been linked to smoking. Tobacco control methods, such as 
smoking legislation, seem to have some success in reducing smoking prevalence but
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there are still people who remain smoking. Research in health psychology indicates 
that communicating the health risks of smoking should be effective in motivating 
individuals to quit smoking. Fear appeals, in the form of high profile media 
campaigns and the health warnings on cigarette packets, have been the common 
method of communicating such information. Rogers’ (1983) PMT provides a model 
which illustrates how the interaction between emotional and cognitive factors 
influence the behavioural change resulting from such a fear campaign. However, 
despite support for PMT as a model describing factors which influence health 
protective behaviour, fear campaigns are not always successful in motivating 
individuals to quit smoking. This highlights the need to examine the factors which 
affect how smokers perceive the health risks of smoking and the impact that this has 
on their subsequent behaviour.
Research suggests that smokers are aware o f the health risks of smoking, so they 
perceive the overall severity of smoking as high. However, a review of the literature 
has demonstrated that smokers tend to utilise cognitive strategies which maintain the 
belief that they are not personally at risk o f developing health concerns linked to 
smoking (optimism bias). This reduces their sense of personal vulnerability to the 
effects o f smoking, and their perception about individual severity of harm. According 
to the PMT model, perception of threat and fear will therefore be lowered, and 
motivation to quit smoking reduced. Reducing optimism bias should increase 
perceptions o f personal vulnerability to the risks of smoking, thereby increasing 
intention to quit smoking.
3.4,1 Main Hypotheses
One mechanism proposed to explain the maintenance of optimism bias about the 
health risks of smoking, is the tendency for smokers to compare themselves to other 
smokers whom they perceive to be worse off than themselves (downward social 
comparison). Providing individualised risk information about lung cancer should 
prevent the process of downward social comparison and therefore reduce optimism 
bias.
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H l; Providing individualised risk information will lead to lower optimism bias, 
higher perceived vulnerability and greater intention to quit than generalised risk 
information.
Weinstein (1983) suggests that individuals tend to selectively focus on behaviours that 
they perceive will decrease their risk, such as exercise. Dispelling common myths 
about smoking may help to reduce the perception that behaviours other than smoking 
cessation will counter their risk of lung cancer. This should prevent selective focus on 
risk reducing behaviours, which will decrease optimism bias, and lead to greater 
perceived vulnerability and intention to quit.
H2: De-bunking common myths about smoking, to prevent selective focus on 
risk-reducing behaviours, will lead to lower optimism bias, higher perceived 
vulnerability and greater intention to quit than generalised risk information.
Providing smokers with myth de-bunking information alone may mean that they can 
still engage in downward social comparisons, and only providing them with 
individualised risk information may mean that that they can still engage in the process 
o f selective focus meaning that optimism bias could be maintained 
H3: Combining individualised risk information and myth de-bunking 
information will lead to the lowest optimism bias, highest perceived vulnerability, 
and greatest intention to quit.
Optimism bias is the tendency to see oneself as less vulnerable to health problems 
than others. It should therefore be negatively associated with perceived vulnerability. 
According to Rogers’ (1983) PMT, higher vulnerability is positively associated with 
behavioural intention. This suggests that optimism bias will also be negatively 
associated with intention to quit smoking. Previous research has also shown that the 
other PMT variables, particularly coping appraisals, are positively associated with 
behavioural intentions.
H4: Optimism bias will be negatively associated with perceived vulnerability and 
intention to quit smoking; intention to quit will be positively associated with 
PMT variables.
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4. METHOD
4.1 DESIGN
The study had an experimental design with one independent variable -  type o f 
smoking information. An experimental design was chosen in favour of a survey of 
behaviour because it allows conclusions to be drawn about the causal relationship 
between information about smoking risks and intention to quit. The independent 
variable was composed of four between-subjects factors (generalised risk information, 
myth de-bunking information, individualised risk information and combined myth de­
bunking and individualised risk information.
4.1.1 Experimental Manipulations
Generalised risk information (Control)
The control group was given generalised information about the risk of developing 
lung cancer from smoking (appendix 1). This information was adapted from the 
Cancer Research UK website (Cancer Research UK, 2006a). Information about both 
the risks of smoking and the benefits of quitting was included in the message 
(Gutierezz, 2007).
Myth de-bunking information
This group was provided with information de-bunking six common myths about 
smoking (appendix 1). This information was gained from the cancer research website 
(Cancer Research UK, 2006b) and the No Smoking Day website (No Smoking Day, 
2006).
Individualised risk information 
Version 1
Initially an information sheet with individualised risk figures was given to participants 
in this condition (appendix 1). Risk information, based upon sex, age, number of 
cigarettes smoked per day and duration of smoking, was gained from an internet 
database run by the Cancer Institute of America (http://smokefree.gov/smokersrisk/). 
The information in the database was from a large epidemiological study of smoking-
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related lung cancer deaths (Thun et. al., 1997). Unfortunately, this database crashed in 
January 2007 which meant that it was inaccessible.
Version 2
Following this event, a fiirther questionnaire was developed which aimed to provide 
standardised information about lung cancer risk in a more individualised way. 
Marketing research suggests that adapting information to a customer profile will be 
more successful in selling a product (e.g. Rowley & Slack, 2001). Participant 
information fi-om the background information questionnaire was therefore used to 
create a questionnaire which was individualised to each participant in this condition. 
Participant information was used to create a profile of risk based upon their age, sex, 
number o f cigarettes smoked per day and duration of smoking (appendix 1). Figures 
outlining the risk of lung cancer by sex, number of cigarettes smoked per day and 
duration o f smoking were gained firom Cancer Research UK (Cancer Research UK, 
2006a; Doll & Peto, 1976; Toms, 2004).
Myth de-bunking & individualised risk information
Participants in this group were given both myth de-bunking and individualised risk 
information (appendix 1).
4.2 SAMPLE
Participants were recruited to the study between January and March 2007 according to 
the following criteria:
• Between the ages of 30 and 69 years.
• Smoke, on average, at least one cigarette a day.
• Good enough spoken and written English for the demands of the study.
A lower age limit of 30 years was initially used because the online database could 
only provide risk information for people over the age of 30 years.
In March 2007 the online database could no longer be accessed, and there was a small 
change in the study design. This meant that there was it was no longer necessary to 
restrict the lower age limit to 30. The age criterion for recruitment was therefore 
changed to:
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• Participants between the ages of 18 and 69 years.
This change was made to maximize the generalisability of the study. Recruitment, 
including this new criterion, continued until June 2007.
A power calculation was undertaken to determine the number of participants required 
to detect a medium effect with power of 0.80 using a four factor experimental design. 
This suggested that 180 participants would need to be recruited to the study to ensure 
it would have adequate power (Paul and Erdfelder, 1992).
Participants were recruited by convenience methods from the general population. 
Posters advertising the research were fixed to notice boards known to target a large 
number of people. This included university notice boards, the smoking area within a 
large multinational company, staff NHS intranet, village halls and a wildlife hospital. 
Advertising was also carried out by e-mail to postgraduate students at the University 
o f Surrey, and other universities. An advertisement was placed on an internet forum 
accessed by smokers, although attempts to place a link on other web-sites accessed by 
smokers were unsuccessful. Permission was sought to access the smoking areas 
within the major UK airports; however, permission was declined.
In total, 82 people showed interest in participating. O f these, seventy-two (87.8%) 
returned the background information questionnaire. Fifty-three (73.6%) o f the 
seventy-two then completed the second questionnaire. There was no significant 
difference between the different experimental groups in the numbers of participants 
failing to complete the second questionnaire. There was also no significant 
correlation found between sociodemographic variables and the failure to complete the 
second questionnaire.
4.3 MEASURES
4.3.1 Background measures
These measures were completed by participants at baseline, prior to receiving 
information about the health risks of smoking.
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Background Information
A background information questionnaire was administered to determine 
sociodemographic information such as age, sex, marital status, ethnicity and 
educational/ occupational history (appendix 2). These were adapted from items in the 
2001 census questionnaire (Office of National Statistics, 2001). Participants were also 
asked several smoking-related questions such as how many cigarettes they smoked per 
day. These were questions taken from the individualised risk database 
(http:// smokefree.gov/smokersriskA).
Demographic characteristics were measured for three reasons. Firstly, to determine 
how generalisable the research findings would be. Secondly, to create individualised 
risk information to give to participants in the individualised risk and individualised 
risk and myth de-bunking conditions. Thirdly, research has found that risk perception 
is associated with gender (Gustafson, 1998; McKee et. al., 2005) and age (Robb, 
Miles & W ^dle, 2004; Viscusi, 1991). Demographic characteristics were therefore 
measured to determine their impact upon perceived vulnerability.
Trait anxiety
There is research to suggest that trait anxiety is related to risk perception and intention 
to quit (e.g. Takemura et. al., 1999). A measure of trait anxiety was therefore used to 
determine the impact o f trait anxiety upon PMT variables.
Trait anxiety was measured using the Taylor Manifest Anxiety Scale (MAS; Taylor, 
1953). This is a self-report questionnaire consisting o f 50-items, drawn from the 
Minnesota Multiphasic Personality Inventory (MMPI), which are deemed to indicate 
trait anxiety (e.g. “I am often sick to my stomach”) (appendix 3). Responses to the 
questions are true/false and the higher the score, the more indicative it is of trait 
anxiety. This is an easy and quick test to administer which has been shown to be a 
valid and reliable measure o f trait anxiety (Tanaka-Matsumi & Kameoka, 1986; 
Taylor, 1953).
Taylor (1953) found a Pearson product-moment coefficient of 0.89 to 0.81 for test- 
retest reliability for a three week to over a five month period indicating that results
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remain consistent over time. The MAS has high internal reliability (Cronbach’s alpha 
of 0.83) and its good intercorrelation with the Spielberger’s Trait Anxiety Inventory 
(Spielberger, Gorsuch & Lushene, 1970) (alpha co-efficient of 0.79) shows high 
convergent validity (Tanaka-Matsumi & Kameoka, 1986). High internal consistency 
was found in this study with a Cronbach’s alpha o f 0.927.
4.3.2 Dependent measures
These measures were completed by participants after they were provided with 
information about the health risks o f smoking.
The measures used within the questionnaires were based upon an extensive literature 
search of previous studies involving the constructs being measured (appendix 4). This 
was to ensure that the constructs were measured in as reliable and valid a way as 
possible.
Fear arousal
The negative mood scale of the Positive and Negative Affect Schedule (PANAS: 
Watson, Clark & Tellegan, 1988) was used to measure fear arousal. The PANAS is a 
measure of affect consisting o f two 10-item mood scales -  a positive mood scale and a 
negative mood scale. It was developed to provide a valid and reliable measure of 
affect which can be administered quickly and easily (Watson, Clark & Tellegen, 
1998). Fear is associated with negative emotions so only the negative mood scale was 
thought to be relevant to the measurement of fear arousal. Both scales of the PANAS 
have high internal consistency, and have good convergent and discriminant validity 
(Watson, Clark & Tellegan, 1988). Cronbach’s alpha in this study was also high, at
0.932. The PANAS has previously been adapted to measure the effectiveness of fear 
arousing messages (Shehryar & Hunt, 2005).
A Fear o f  Lung Cancer Scale was also used to specifically measure fear of lung 
cancer. Although the PANAS measures global negative affect, the risk information 
given to participants was specific to lung cancer. Measuring the emotional and 
physiological fear response to the threat of lung cancer should provide an indication of 
how threatening the risk information is perceived to be. A literature search failed to
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identify a fear of lung cancer measure; however, an eight-item Likert scale measuring 
fear of breast cancer was found (Champion et. al., 2004). This scale was developed 
following an extensive literature search about the nature of fear and anxiety. It was 
found to have good construct validity, with a factor analysis indicating factor loadings 
ranging between 0.47 and 0.82, and high internal consistency (Cronbach’s alpha =
0.91.. Test-retest correlation was 0.70 suggesting that the scale was a reliable over 
time. This scale was adapted, for this study, to measure fear of lung cancer; it was 
found to have an internal reliability o f 0.925.
PMT Variables
Previous studies have tended to use small Likert scales to measure the major 
components of PMT (fear, perceived vulnerability, perceived severity, response 
efficacy, and self-efficacy). Only one smoking-related study, using single item 
measures, was found (Ho, 1992). Several non-smoking related studies have used 
multiple items to measure the PMT constructs with some showing no evidence of 
assessing construct validity (Arthur & Quester, 2004; Fry & Prentice-Dunn, 2006; Ho, 
1998; Tanner, Hunt & Eppright, 1991) and others providing a clear factor analysis of 
their scales (Bennett, Rowe & Katz, 1998; Malamed et. al., 1996; Plotnikoff & 
Higginbotham, 1995; 2002 Sturges & Rogers, 1996; Wu et. al., 2005).
1. Perceived vulnerability
Perceived vulnerability was measured using a six-item scale adapted from Plotnikoff 
& Higginbotham (1995; 2002). These studies demonstrated moderate internal 
consistency (alpha = 0.68), which was replicated in this study (alpha = 0.714).
2. Perceived severity
A three-item scale was used to measure perceived severity. No scale of severity was 
identified in the literature search so questions were adapted from Plotnikoff & 
Higginbotham (1995; 2002) and Fry & Prentice-Dunn (2006) to form the scale. 
Internal reliability of this scale, measured by Cronbach’s alpha, was only 0.633; 
however, the removal of one item increased its reliability to an acceptable level (alpha 
= 0.705).
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3. Response efficacy
Response efficacy was measured using a six-item scale. The scale was adapted fi*om 
Plotnikoff & Higginbotham (1995; 2002), who demonstrated high construct validity 
(alpha = 0.80; 0.85). This study demonstrated that the scale has a high internal 
consistency (Cronbach’s alpha = 0.865).
4. Self-efficacy
A two item scale was adapted firom Ho (1992) and Fry & Prentice-Dunn (2006) to 
measure global self-efficacy. The scale has high internal reliability (Cronbach’s alpha 
= 0.846).
The Smoking Self-efficacy Questionnaire (SEQ-12) (Etter et. al., 2000) was used as a 
measure of smoking self-efficacy. Smoking-related self-efficacy is defined as 
situation dependent, so several smoking self-efficacy questionnaires have been 
derived to measure this phenomenon (Etter et. al., 2000). The SEQ-12 is a two- 
dimensional scale which measures confidence to refi*ain fi*om smoking when faced 
with internal stimuli (e.g. depression) and external stimuli (e.g. being with smokers). 
Internal consistency o f the two dimensions was high (internal alpha = 0.95; external 
alpha = 0.94) and test-retest reliability was also high (internal alpha = 0.95; external 
alpha = 0.93) (Etter et. al., 2000). A measure of the overall internal reliability for this 
study was also high (internal: Cronbach’s alpha = 0.879; external: Cronbach’s alpha =
0.862).
Optimism bias
1. Comparative & absolute measures
Two measures of optimism bias, comparing risks to self and risks to others, were used 
in this study: one measuring the absolute risk of self compared with the average 
smoker, and another measuring comparative risk of self compared with non-smokers 
(Weinstein, Marcus & Moser, 2005). Optimism bias 1 was identified by calculating 
the difference score between the two absolute risk statements, and optimism bias 2, by 
calculating the difference score between the two comparative risk statements.
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For measures of risk to self, compared with risk to others, two methods are often used 
within the optimism bias literature: the single-item comparative measure and the 
comparison between risk estimates of self and others, which provides a difference 
score (Hahn & Renner, 1998). Both measures were initially included in this study, but 
the former was not used in the analysis because single-item comparisons may be more 
influenced by social approval and therefore produce bias in results (Weinstein, Moser 
& Marcus, 2005).
2. Actual vs perceived risk
A third measure of optimism bias used in this study compared smokers’ perceived risk 
with their actual risk. If  perceived risk is lower than actual risk this demonstrates the 
presence o f optimism bias (Dillard, McCaul & Klein, 2006). There seems to be 
limited studies which compare perceived risk with a quantitative value of actual risk 
(Dillard, McCaul & Klein, 2006). The National Cancer Institute in America runs a 
website which calculates the risk of developing lung cancer based on several 
demographic factors (http ://smokefi-ee. gov/smokersrisk/). This was to be used to 
calculate participants’ actual risk for comparison with their perceived risk; however, 
following a database crash, actual risk information was instead based upon figures 
from Cancer Research UK (Toms, 2004). A difference score was calculated by 
subtracting participants’ perceived risk for an average smoker from the actual risk for 
an average smoker.
Behavioural intentions
1. Intention to quit
A two-item Likert scale was used to measure intention to quit. Intention to quit is 
widely measured as part of research into the effectiveness of fear appeals. Although 
an intention-behaviour gap has been demonstrated (Sutton, 1998), a meta-analysis of 
research investigating PMT found a moderate to strong association between intention 
and concurrent behaviour (r = .40) (Milne, Sheeran & Orbell, 2000). This suggests 
that measurements of intention to quit can be used to predict actual behaviour.
The two-item Likert scale combined a Stages of Change (SOC) measure (Donovan et. 
al, 1998) and a plan of action measure (Siahpush et. al., 2006). The SOC measure is
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the most widely used intention measure and consists of self-reported intention to quit 
within a non-specific timeframe (Hughes et al, 2005). It can be difficult to measure 
test-retest reliability o f such a measure because the SOC model assumes that people 
move fluidly between stages (Prochaska & DiClemente, 1982); however, test-rest 
reliability in the short-term was found to be good (0.72) (Donovan et. al., 1998). 
Other research suggests that intention is more predictive of behaviour when people 
have a plan o f action to quit (Gollwitzer, 1993). Several experimental studies have 
found that using such an approach increases the association between intention and 
behaviour (Orbell et. al., 1997; Sheeran & Orbell, 1998). Siahpush et. al. (2006) used 
this approach to measure intention to quit by asking participants about the specific 
timeframe in which participants were intending to quit. The intention to quit scale 
was found to have good internal reliability (Cronbach’s alpha = .873).
2. Likelihood of quitting
Likelihood o f quitting was measured using a single-item Likert scale (Plotnikoff & 
Higginbotham, 1995; 2002). Self-predictions have been suggested as important in 
predicting self-protective behaviours (i.e. the likelihood of changing behaviour rather 
than just the intention). There is some evidence that this approach decreases the 
intention-behaviour gap (Sheppard et. al., 1988; Warshaw & Davis, 1985).
4.4 PROCEDURE
Individuals who responded to the advertisements about the research study were sent a 
study invitation letter (appendix 5), a participant information sheet (appendix 6) and 
the background information questionnaire (appendix 1) by post or e-mail. They were 
provided with contact details of the researcher to ensure that any questions about the 
study could be answered. Participants were asked to complete and return the 
questionnaire if  they felt happy to participate in the study; a consent form was also 
attached to the front o f the questionnaire. Participants were asked to provide a 
mailing address or e-mail address where the second questionnaire could be sent.
On receipt of the first questionnaire, participants were initially assigned to one of the 
four experimental groups. However, because the database providing individualised 
risk information crashed in January 2007, participants recruited between February and
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March 2007 could only be assigned to generalised risk and myth de-bunking 
conditions. Between March and May 2007, participants were therefore assigned to 
individualised risk, and individualised risk and myth de-bunking information 
conditions until numbers were even across experimental groups. Participants were 
subsequently assigned to one of the four experimental groups.
Participants were then sent the second questionnaire, which provided information 
about the risks of smoking (appendix 1) and dependent measures (appendix 4), to the 
address that had been provided in the initial questionnaire. Participants randomised to 
generalised risk and myth de-bunking conditions were sent standard risk information. 
Data from the background information questionnaire were used to provide 
individualised risk information for individualised risk, and individualised risk and 
myth de-bunking conditions. If  the questionnaire was sent by post, the participant was 
provided with a freepost envelope in which to return the completed form.
If  the questionnaires were not returned within two weeks of being sent, the participant 
was sent a reminder via email or post. Participants were contacted again if  they failed 
to return the questionnaire after a further week; they were given one more week to 
return the questionnaire before being withdrawn from the study. Post-study 
information sheets were sent to each participant following receipt of the second 
questionnaire (appendix 7).
4.5 ETHICAL APPROVAL
Ethical approval was sought from the School of Human Sciences at the University of 
Surrey prior to commencement o f the research (appendix 8). Changes suggested by 
the committee were implemented and ethical approval was subsequently gained 
(appendix 8). An application following significant changes was approved in 
December 2006 (appendix 9). Following the crash of the lung cancer risk database, 
changes had to be made to the research. A new questionnaire providing individualised 
risk information was created and the inclusion criteria widened to ages 18 — 69. 
Further approval was sought and gained in March 2007.
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4.6 STATISTICAL METHODS
Data were analysed using the Statistical Package for Social Sciences (SPSS) version 
14.0. The data underwent a process o f thorough screening prior to analysis. Each 
variable was checked for accuracy of data input, missing values, and the presence of 
outliers. They were then screened to determine whether they met the criteria for 
analysis using parametric tests. This was done within each experimental group to 
determine whether there were differences in their distributions.
Initially, histograms of each variable were generated to determine the likelihood of the 
data falling within a normal distribution. Skewness and kurtosis statistics were 
subsequently examined, and z scores were calculated to determine whether the data 
set was significantly different firom a normal distribution (Field, 2006). I f  a skewness 
or kurtosis z score was greater than 1.92 then the variable was determined to have 
violated the assumptions of normality (Field, 2006; Fife-Shaw, 2006). These 
variables were then examined for outliers (Field, 2006). The data for each variable, 
not meeting the assumptions of normality, were transformed. One variable, which did 
not meet the assumption of homogeneity of variance, was also transformed. 
Parametric tests were used for analysing variables meeting the assumptions for 
parametric tests, including variables with transformed data. Data not meeting these 
assumptions, including variables with transformed data, were subjected to non- 
parametric tests. Non-parametric tests were used for variables using ordinal or 
categorical data (Field, 2006).
Hypotheses one to three proposed differences between the four experimental groups. 
One-way ANOVAs were undertaken to investigate the between group differences in 
variables meeting the assumptions for parametric statistics, with planned comparisons 
used to determine where the differences lay. Between group differences in variables 
not meeting the assumptions for parametric statistics were explored using the Kruskal- 
Wallis test.
Hypothesis four explored the relationship between PMT variables, optimism bias and 
intention to quit. Pearson’s Correlation and Spearman’s Rho analyses were therefore 
used for variables meeting the assumptions for parametric statistics and those not
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meeting the assumptions, respectively. Regression analyses were then completed to 
identify significant predictors of behavioural intentions.
5. RESULTS
5.1 SOCIODEMOGRAPHIC CHARACTERISTICS
Sociodemographic variables are summarised in Table 1. A one-way ANOVA, with 
Gabriel post hoc comparisons, and Pearson’s were used to analyse differences 
between the groups as appropriate. There was little variation within groups regarding 
education, ethnicity, cigarettes smoked per day, and age started, meaning that the 
assumptions for Pearson’s were violated. The data patterns across groups were 
reviewed to detect any differences for these variables.
Although the age of participants ranged from 18 to 60 years, the mean age o f the 
overall sample was skewed towards younger adults. A between group comparison 
showed participants completing the myth questionnaire (M=38.83; S.D.=10.28) were 
significantly older than those who completed the individualised risk and myth 
debunking (M=30.06; S.D.=5.32), and individualised risk questionnaires (M=30.00; 
S.D.= 8.50) (F(3,68) = 5.582, p = .002). A similar proportion of males and females 
participated in the research, and there was no significant difference between groups in 
the number of married/ cohabiting and unmarried non-cohabiting participants.
Participants were highly educated with most attaining degrees or above. The data 
indicate that participants given the generalised risk information were slightly less well 
educated than those given other types of information. Across the four groups 
participants were predominantly white British; however, the data suggest that fewer 
white British participants completed the generalised risk questionnaire compared with 
the other three conditions. Most participants smoked between one and twenty 
cigarettes on average per day, with very few smoking greater than twenty. 
Participants generally started to smoke before the age of 18.
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Table 1: Sociodemographic characteristics o f  participants.
Variables Generalised Myth Individualised Myth & Overall
Risk Information Risk Individualised
Risk
Sample
(N = 18) (N = 18) (N=18) (N = 18) (N = 72)
M (SD) M (SD) M (SD) M (SD) M (SD)
Age 36.22 (8.92) 38.83 (10.28) 30.00 (8.50) 30.06 (5.32) 33.78
(9.14)
N (% ) N (% ) N (% ) N (% ) N (%)
Sex
Male 11(61.1) 12(66.7) S(44.4) S(44.4) 39(54.2)
Female 7 (38.9) 6(33.3) 10(55.6) 10(55.6) 33 (45.8)
Ethnicity
White British 12(66.7) 14 (77.8) 15 (83.3) 13 (72.2) 54 (75.0)
White other 5 (27.g) 3(16.7) 1(5.6) 2(11.1) 11 (15.3)
Other ethnicity 1(5.6) 1(5.6) 2(11.1) 3(16.7) 1(9.7)
Marital Status
Unmarried/uncohah 7 (38.9) 4 (22.2) 10 (55.6) 10 (55.6) 31 (43.1)
Married/ cohah 11 (61.1) 14 (77.8) 8 (44.4) 7 (44.4) 41 (56.9)
Education
None 0(0) 1(5.6) 0(0) 0(0) 2(2.8)
GCSE/0 Level 3(16.7) 3(16.7) 4(22.2) 1(5.6) 14(19.4)
Further education 5 (27.8) 2(77.7) 3(16.7) 4(22.2) 10 (13.9)
Degree or Above 10 (55.6) 12(66.7) 11 (61.1) 13 (72.2) 46 (63.9)
Cigarettes per day
1-10 7 (38.9) 8 (44.4) 10 (55.6) 9(50.0) 34(47.2)
11-20 11 (61.1) 10 (55.6) 7 (38.9) 8 (44.4) 36 (50.0)
21+ 0(0) 0(0) 1(5.6) 1(5.6) 2 (2 .^
Age started
Before 18 13 (72.2) 13 (72.2) 15 (83.3) 14 (77.8) 55 (76.4)
18-21 4(22.2) 3(16.7) 3(16.7) 3(16.7) 13 (18.1)
22+ 1(5.6) 2(11.1) 0(0) 1(5.6) 4(5.6)
5.2 BASELINE PSYCHOLOGICAL DATA
Baseline psychological status is summarised in Table 2.
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One-way ANOVA and Kruskal-Wallis tests were used to analyse differences between 
the groups as appropriate. The assumptions for Pearson’s were violated by the lack 
o f variation within groups regarding intention to quit; the data pattern across groups 
was reviewed to detect any difference. A Wilcoxan test was used to investigate the 
presence of optimism bias in the overall sample.
Table 2: Baseline psychological status o f  participants.
Variables Generalised
Risk
(N = 18)
Myth
Information
(N = 18)
Individualised
Risk
(N=18)
Myth & 
Individualised 
Risk 
(N = 18)
Overall
Sample
(N = 72)
M (SD) M (SD) M (SD) M (SD) M (SD)
Self-efficacy 6.22 (2.44) 5.78 (2.46) 6.28(1.87) 5.72 (1.87) 6.00(2.15)
Absolute Risk 
(average)
3.94(0.64) 3.67 (0.69) 3.89(0.68) 3.94(0.72) 3.86 (0.68)
Absolute Risk 
(you)
3.28 (0.75) 3.06(1.16) 3.44 (0.78) 3.56 (0.70) 3.33 (0.87)
Comparative Risk 
(average)
3.89 (0.96) 3.89(1.08) 3.72 (1.36) 4.00(1.00) 3.87(1.09)
Comparative Risk 
(you)
3.50(1.04) 3.50(1.38) 3.39 (1.38) 3.72(1.18) 3.53 (1.23)
Perceived Risk 3.89 (0.96) 3.89(1.08) 3.72(1.36) 4.00(1.00) 3.87(1.09)
Trait Anxiety 16.60
(12.01)
14.94(10.12) 17.56 (12.73) 16.18 (7.90) 16.33 (10.64)
N (% ) N(% ) N (% ) N (%) N (% )
Intention to Quit
I  don’t plan to quit 8 (44.4) 1 (5.6) 3 (16.7) 1 (5.6) 13 (18.1)
Undecided 3 (16.7) 6(33.3) 6 (33.3) 5 (27.8) 20 (27.8)
I  plan to quit 7 (38.9) 11(61.1) 9 (50.0) 12 (66.7) 39 (54.2)
Average self-efficacy was just above the mid-point in the scale, while trait anxiety 
was generally low. Overall, risk perception was high, with participants rating smokers 
at a higher risk of developing lung cancer, compared with non-smokers and the 
absolute risk of a smoker developing lung cancer to be high. There was a similar level 
of self-efficacy, trait anxiety and perception of risk from smoking across the four 
groups.
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There was a significant difference between participants’ ratings of risks to the average 
smoker (M=3.85; S.D.=0.662) compared with themselves (M=3.28; S.D.=0.928) 
using the absolute measure (z = -4.182, p = .000), and risks to the average smoker 
(M=4.42; S.D.=0.770) compared with themselves (M=4.19; S.D.=0.962) using the 
comparative measure (z = -3.422; p = .000); this suggests that participants across 
groups were optimistically biased about their risk of developing lung cancer.
5.3 DEPENDENT VARIABLES
Means and standard deviations of the variables in each sample are outlined in table 3.
Information about the risk of smokers developing lung cancer appeared to evoke a 
relatively low negative affective response (PANAS), although average fear o f lung 
cancer scores were higher. Smokers across groups perceived themselves as somewhat 
vulnerable to developing lung cancer in the future, although average perceived 
vulnerability scores were not close to maximum.
Participants appeared to recognise that lung cancer is a severe disease, with perceived 
severity scores being close to ceiling, and similarly, high response efficacy scores 
indicate that participants believed that quitting smoking is an effective way of 
preventing major health concerns. Average self-efficacy and smoking self-efficacy 
scores were towards the mid-point of the scale. Generally perception of risk was high, 
but perceptions of own risk still appeared to be lower than perceptions of the risk to 
the average smoker. This indicates that participants remained optimistically biased 
about their own risk of developing lung cancer as a result o f smoking. Overall, 
intention to quit in the near future and likelihood o f quitting were towards the middle 
of the scale.
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Table 3: Means and standard deviations fo r  each variable
Variables Generalised
Risk
(N =  14)
Myth
Information
(N = 15)
Individualised
Risk
(N=13)
Myth & 
Individualised 
Risk 
(N = l l )
Overall
Sample
(N = 53)
M (SD) M (SD) M (SD) M (SD) M (SD)
PMT Variables
PANAS 
(Range = 1 - 50)
20.69
(13.96)
15.87 (5.57) 16.85 (5.27) 21.09 (9.15) 18.42(9.09)
Fear o f lung cancer 
(Range =1 - 4 0 )
25.50 (5.80) 25.40 (7.03) 23.46 (6.37) 28.91 (7.30) 25.68 (6.69)
Perceived vulnerability 
(Range = 1-30)
20.71 (4.18) 19.33 (2.74) 20.85 (4.12) 23.73 (1.42) 20.91 (3.60)
Perceived severity 
(Rage = 1 - 1 0 )
9.71 (0.61) 9.53 (0.74) 9.31 (0.88) 9.64 (0.67) 9.55 (0.72)
Self-efficacy 
(Range = 1- 10)
6.93 (2.43) 6.13 (2.23) 7.00(1.68) 7.09(1.97) 6.75 (2.09)
Smoking self-efficacy 
(Range = 1 - 5 0 )
35.15
(13.32)
32.80 (10.99) 32.15 (10.54) 36.82 (7.70) 34.08 (10.77)
Response efficacy 
(Range = 1-30)
26.57 (2.82) 25.93 (2.19) 24.31 (3.35) 26.18 (3.52) 25.75 (2.99)
Optimism Bias
Absolute risk (ave) 
(Range = 1 - 5 )
3.71 (0.47) 3.67 (0.62) 4.00 (0.71) 4.09 (0.83) 3.85 (0.66)
Absolute risk (you) 
(Range = 1-5)
3.07 (0.73) 3.27(1.10) 3.31 (1.03) 3.55 (0.82) 3.28 (0.93)
Comparative risk (ave) 
(Range = 1 - 5 )
4.36 (0.74) 4.33 (0.72) 4.54 (0.78) 4.45 (0.93) 4.42(0.77)
Comparative risk (you) 
(Range = 1-5)
4.00 (0.96) 4.20 (0.94) 4.31 (1.03) 4.27(1.01) 4.19 (0.96)
Perceived Risk 
(Range = 1-5)
4.36 (0.74) 4.33 (0.72) 4.54 (0.78) 4.45 (0.93) 4.42 (0.77)
Behavioural Intention
Intention to quit 
(Range = 1 - 9)
4.29 (1.94) 4.67(1.80) 4.77 (1.79) 6.36(1.50) 4.94(1.88)
Likelihood o f quitting 
(Range = 1-5)
3.36(1.28) 3.60 (0.91) 3.46(1.05) 3.55 (0.93) 3.49(1.03)
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One-way ANOVAs were used to investigate between group differences in dependent 
variables meeting the assumptions for parametric analysis. Kruskal-Wallis analyses 
were used for variables not meeting parametric assumptions. A statistically 
significant difference between groups was found in perceived vulnerability (F(s,49) = 
3.179; p = .032) and intention to quit (F(3,49) = 3.138; p = .034). The detected effects 
in both perceived vulnerability (d = 0.49) and intention to quit (d = 0.42) were large 
(Paul et. al., 2007). No other dependent variables showed significant between group 
differences (appendix 10).
5.3.1 Planned Comparisons
Planned comparisons of perceived vulnerability and intention to quit were undertaken 
in order to test the first three research hypotheses (appendix 11). These were non- 
orthogonal comparisons so a Bonferroni correction was applied to the analyses before 
results were interpreted (Field, 2006). A significance level of .017 was therefore used. 
Post hoc comparisons can be used to calculate group differences following a 
significant Kruskal-Wallis (Field, 2006).
HI: Providing individualised risk information will lead to lower optimism bias, 
higher perceived vulnerability and greater intention to quit than generalised risk 
information.
Results of a Kruskal-Wallis analysis showed no differences in optimism bias between 
groups so post hoc tests were not undertaken. Providing participants with 
individualised risk information did not therefore lead to lower optimism bias than 
providing them with generalised risk information.
Planned comparisons showed no difference in perceived vulnerability (t(49)= -.093 
p=.927) between participants given individualised risk information (M=20.85 
S.D.=4.12) compared with those given generalised risk information (M=20.7l 
S.D.=4.18). Intention to quit was not significantly different (t(49)= -.076; p=.484) when 
comparing individualised risk (M=4.77; S.D.=1.79) and generalised risk (M=4.29; 
S.D.=1.94) conditions. Providing individualised risk information to participants did 
not lead to higher perceived vulnerability and greater intention to quit.
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H2: De-bunking common myths about smoking, to prevent selective focus on 
risk-reducing behaviours, will lead to lower optimism bias, higher perceived 
vulnerability and greater intention to quit than generalised risk information.
As before, post hoc tests were not required in the analysis of optimism bias. De­
bunking common smoking myths did not lead to lower optimism bias compared with 
generalised risk information.
Planned comparisons showed no difference in perceived vulnerability (t(49)= 1.251 
p=.217) between participants given myth de-bunking information (M=19.33 
S.D.=2.74) compared with those given generalised risk information (M=20.71 
S.D.=4.18). There was also no difference in intention to quit (t(49)= -.576; p=.567) 
between myth de-bunking (M=4.67; S.D.=1.80) and generalised risk (M=4.29; 
S.D.=1.94) conditions.
H3: Combining individualised risk and myth de-bunking information will lead to 
the lowest optimism bias, highest perceived vulnerability, and greatest intention 
to quit.
Combining individualised risk and myth de-bunking information did not lead to the 
lowest optimism bias. A planned comparison showed that participants given 
combined individualised and myth de-bunking information (M=20.71; S.D.=4.18) had 
significantly higher perceived vulnerability (t(49)= -2.478; p=.017) compared with 
participants provided with generalised risk information (M=23.73; S.D.=1.42).
A further plarmed comparison found that those given combined individualised risk 
and myth de-bunking information (M=4.29; S.D.=1.94) had a significantly greater 
intention to quit (t(49)= -2.899; p=.006) than those given generalised risk information 
(M=6.36; S.D.=1.50).
Neither perceived vulnerability nor intention to quit was higher in participants given 
myth de-bunking or individualised risk information compared with those given 
generalised risk information. The significantly higher perceived vulnerability and 
intention to quit scores in participants given combined individualised risk and myth 
de-bunking information therefore supports hypothesis 3.
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5.4 RELATIONSHIPS AMONGST VARIABLES
5.4,1 Relationships between sociodemographic variables and dependent variables
Table 4 shows the relationship between sociodemographic and dependent variables. 
There was no association between ethnicity or education and any of the outcome 
measures, which may be related to the low variance in these sociodemographic 
variables. Older participants tended to have lower self-efficacy and intention to quit. 
Participants who started smoking later in life also had higher comparative optimism 
scores. The more cigarettes smoked per day the lower self-efficacy and smoking self- 
efficacy. Trait anxiety was positively associated with fear of lung cancer and PANAS 
scores.
Table 4: Correlation matrix fo r  sociodemographic & dependent variables
PANAS Fear OB-
1
OB-
2
OB-
3
PV PS RE SE SSE QI QL
Age+ -.073 .083 -.062 -.157 .071 -.098 .166 .099
.312
*
-.148
.272
*
-.268
Sex .471** .446** -.083 .016 -.039 .274
*
.191 .284
*
.260 .062 .096 .324*
Ethnicity .146 .018 .077 -.088 .088 -.072 .066 -.040 .179 -.042 .199 .010
Marital
Status
.290* .075 .044 .335
*
-.200 .165 -.175 .039 -.039 -.179 .107 -.153
Education .193 .214 .039 .186 -.051 -.043 -.052 .132 -.059 -.153 .158 .008
Trait
anxiety
.314* .441** .204 .049 -.088 .195 .021 -.034 .075 .179 .219 .139
Age
started
.071 .132 .083 .357
**
-.098 -.102 -.076 .042 .046 .196 -.144 .056
Cigarettes 
per day
-.127 .058 -.196 -.175 .024 .158 .138 .026
.331
*
.378**
-.076 -.275*
+ Pearson’s Correlation used with PANAS, Fear, PV, RE, SE, SSE, QI; all other correlations use 
Spearman’s Rho; * = p<0.05; ** = P<0.01 (2 tailed)
OB-1 = optimism bias (absolute); OB-2 = optimism bias (comparative); OB-3 = optimism bias 
(perceived vs actual risk); PV = perceived vulnerability; PS = perceived severity; RE = response 
efficacy; SE = self-efficacy; SSE = smoking self-efficacy; SOC = stages of change; QI = intention to 
quit; QL = likelihood o f quitting
Two-tailed t-tests and Mann-Whitney tests were used to determine sex and marital 
status differences. Female participants had significantly higher fear of lung cancer (M 
= 28.79; S.D. = 5.65) than male participants (M = 23.10; S.D. = 6.47) (t(si) = -3.373, p 
= .001); higher PANAS scores (M = 22.09, S.D. = 9.29) than male participants (M = 
15.32; S.D. = 7.82) (t(50) = -3.424, p = .001); higher perceived vulnerability (M = 
22.13; S.D. = 3.18) than male participants (M = 20.17; S.D. = 3.96) (t(5 i) = -2.340, p =
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.023); and higher likelihood of quitting (M = 3.83; S.D. = 0.963) than male 
participants (M = 3.21; S.D. = 1.01) (z = -2.334, p = .019). Female participants were 
also more likely to view quitting as an effective way of reducing the health risks o f 
smoking (M = 26.75; S.D. = 2.69) than male participants (M = 24.93; S.D. = 24.93;
S.D. = 3.04) (t(5i) = -2.285, p ~ .026).
Unmarried/ non-cohabiting participants tended to have higher PANAS scores (M = 
21.20; S.D. = 9.85) compared with married/ cohabiting participants (M = 16.69; S.D. 
= 8.28) (t(50) = -2.111, p = .040); and higher comparative optimism bias scores (M = 
0.50; S.D. = 0.889) compared with married/ cohabiting participants (M = 0.06 ;S.D. = 
0.242) (z = -2.418, p = .011).
5.4,2 Relationships between dependent variables
A correlation matrix was created to determine the interrelationship between variables 
within the overall sample (Table 5). Pearson’s correlations and Spearman’s Rho were 
used as appropriate.
Table 5: Correlation matrix fo r  dependent variables
PANAS Fear OB-1 OB-
2
OB-
3
PV PS RE SE SSE Q I Q L
PANAS - .377** N/A N/A N/A .202 N/A .080 .306* .166 .080 N/A
Fear N/A - N/A N/A N/A .500** N/A .274* -.021 .021 .279* N/A
OB-1 -.107 .091 - N/A N/A N/A N/A N/A N/A N/A N/A N/A
OB-2 .039 .119 .488** - N/A N/A N/A N/A N/A: N/A N/A N/A
OB-3 -.025 -.067 -.022 .060 - N/A N/A N/A N/A N/A % N/A N/A
PV N/A N/A -.303*
.341* .229
- N/A .326* -.118 -.023 J68** N/A
PS .185 .219 -.082 -.196
.144
.305* - N/A : N/A^v N/A N/A /  ; N/A
RE N/A N/A -.104 -.089
.224
N/A .427** - -.083 .075 .321* N/A
SE N/A N/A .253 .159 .173 N/A -.048 N/A - .626** .118 N/A
SSE N/A N/A .266 .132 .056 N/A .008 N/A N/A - .299* N/A
Q I N/A N/A .157 .094
.129
N/A .082 N/A N/A N/A -
a :
Q L .151 .198 .309* .174 .063 .003 .096 .082 .544** .433** .266 -
+ Pearson’s Correlation = above; Spearman’s Rho = below 
* = p<0.05; ** = ?<0.01 (2 tailed)
OB-1 = optimism bias (absolute); OB-2 = optimism bias (comparative); OB-3 = optimism bias 
(perceived vs actual risk); PV = perceived vulnerability; PS = perceived severity; RE = response 
efficacy; SE = self-efficacy; SSE = smoking self-efficacy; SOC = stages of change; QI = intention to 
quit; QL = likelihood of quitting.
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An analysis of the overall sample allowed a comparison between different variables 
measuring similar constructs. There was a strong positive association between the 
absolute and comparative measures of optimism bias but no link between these 
measures and the perceived vs actual measure of optimism bias. Furthermore, there 
were strong positive associations between fear of lung cancer and PANAS, and self- 
efficacy and smoking self-efficacy. Intention to quit was not significantly associated 
with likelihood of quitting.
Table 4 also illustrates the intercorrelations between variables measuring PMT 
constructs, optimism bias and intention to quit smoking. Higher perceived 
vulnerability was associated with greater fear of lung cancer, higher perceived severity 
of lung cancer, higher perceived response efficacy of quitting smoking, and greater 
intention to quit smoking. Higher perceived vulnerability was also associated with 
lower absolute and comparative optimism bias.
Higher perceived response efficacy was further associated with, higher perceived 
severity of lung cancer, greater intention to quit smoking and greater fear of lung 
cancer; greater fear of lung cancer was also linked with a higher intention to quit 
smoking.
Participants rating themselves as more likely to quit smoking in the fiiture had higher 
self-efficacy and smoking self-efficacy but also higher absolute optimism bias. 
Higher self-efficacy was further linked to higher levels of negative affect, as measured 
by the PANAS, and smoking self-efficacy was positively associated with intention to 
quit smoking.
5,4.3 Variables predicting the intention to quit smoking
Multiple regressions were undertaken to determine which variables predicted 
behavioural intention. Two separate hierarchical regression analyses were conducted 
to investigate the predictors for intention to quit and likelihood of quitting. Dependent 
variables which were significantly correlated with outcome variables (table 4) were 
entered into the regression analyses as predictor variables. Sociodemographic 
variables significantly associated with either predictor or outcome variables were
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entered at step two. Predictor and outcome variables were screened to determine 
whether assumptions for multiple regressions were met (Field, 2006); assumptions for 
multiple regressions were met by all variables.
Table 5: Multiple regression fo r  intention to quit
B Std. Error B P t
Step 1
Constant -4.381 2.111
Perceived
vulnerability
.186 .071 .374 2.629*
Response efficacy .141 .080 .226 1.769
Fear of lung 
cancer
.019 .039 .070 .499
Smoking self- 
efficacy
.041 .021 .237 1.965
Step 2
Constant -3.493 2.461
Perceived
vulnerability
.155 .076 .311 2.026*
Response efficacy .177 .085 .284 2.087*
Fear of lung 
cancer
.033 .047 .117 .698
Smoking self- 
efficacy
.041 .023 .236 1.817
Age -.040 .031 -.177 -1.292
Sex -.516 .542 -.138 -.952
Average cigarettes 
smoked
.235 .400 .081 .589
Trait anxiety .041 .029 .069 .494
Note R = .356 for Step 1 (p = 0.00); AR = .038 for step 2 (p = 0.411). *p <0.05
Table 5 summaries the results of the multiple regression analysis investigating the 
predictors of intention to quit. In the first step, fear of lung cancer, perceived 
vulnerability, response efficacy and smoking self-efficacy were found to contribute
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significantly to intention to quit (F(4,45)=6.211, p=.00). These variables accounted for 
35.6% of the variation in intention to quit smoking (R^= .356). The entry of age, sex, 
average cigarettes smoked and trait anxiety accounted for a further 3.8% of the 
variance (AR^= .038), but did not significantly improve prediction (F(4,4i)=.650, 
p=.63).
The regression co-efficient for perceived vulnerability was statistically different fi*om 
zero in model 1 (p= .374, t= 2.629, p=.012) with perceived vulnerability (p= .311, 
t=2.026, p= .049) and response efficacy (p= .284, t=2.087, p=.043) statistically 
significant firom zero in model 2.
Table 6: Multiple regression fo r  likelihood o f  quitting
B Std. Error B P t
Step 1
Constant 1.660 .440
Optimism bias 1 .357 .165 .259 2.160*
Self-efficacy .208 .074 .424 2.811*
Smoking self- 
efficacy
.007 .014 .076 .512
Step 2
Constant 1.577 .877
Optimism bias 1 .338 .167 .245 2.026*
Self-efficacy .173 .078 .352 2.214*
Smoking self- 
efficacy
.010 .015 .102 .675
Age -.011 .015 -.095 -.750
Sex .370 .247 .179 1.498
Average 
cigarettes smoked
.048 .207 .030 .234
Note = .360 for Step 1 (p = .000); AR"^  = .039 for step 2 (p = .411). *p = <0.052 _
Table 6 summarises the results of the multiple regression for the likelihood of quitting. 
In the first step, optimism bias 1, self-efficacy and smoking self-efficacy were found 
to contribute significantly to likelihood of quitting (F(3,4g)=8.984, p=.000) and
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accounted for 36% of the variation (R^= .360). The entry o f age, sex and average 
cigarettes smoked (F(3,45)=.980, p=.411) did not improve prediction, accounting for a 
fiirther 3.9% of the variance (AR^= .039).
The regression co-efficients for optimism bias 1 (p= .259, t=2.160, p=.036) and self- 
efficacy (p= .424, t=2.811, p=.007) were statistically different from zero in model 1. 
Optimism bias 1 (p= .245, t=2.026, p=.049) and self-efficacy (p= .352, t=2.214, 
p=.032) were also significantly different from zero in model 2. Optimism bias and 
self-efficacy are therefore important for better prediction of likelihood to quit.
6. DISCUSSION
Smoking remains a major cause of preventable health problems, including lung 
cancer. Many campaigns have aimed to elicit fear about such health problems in 
order to motivate smokers to quit smoking. PMT is a model which has been used to 
help understand the cognitive and emotional factors which predict intention to quit. It 
suggests that health protective behaviours are the consequence of both threat and 
coping appraisals, with fear being a moderating factor between the two; two large 
meta-analyses provide support for the usefulness of its concepts in predicting health 
protective behaviours (Floyd, Prentice-Dunn & Rogers, 2000; Milne, Sheeran & 
Orbell, 2000). Fear appeals aim to motivate smokers to quit smoking by increasing 
perceptions of vulnerability and illness severity; however, they are not always 
successful and about 25% of the population continue to smoke. It is therefore 
important to tiy to understand what maintains smoking behaviour.
Research suggests that while smokers recognise the health effects of smoking, there is 
a tendency for smokers to believe that they are less vulnerable to smoking-related 
health problems than the average smoker. This phenomenon of optimism bias reduces 
perceived vulnerability to smoking-related illnesses, which in turn will make it less 
likely that smokers will quit. Weinstein (1983) suggested that optimism bias is 
maintained by selective focus, which describes the tendency for smokers to focus 
upon risk-reducing behaviour while ignoring risk-increasing behaviours. Several
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studies in the literature have supported this theory (Chapman & Rubenstein, 1987; 
Chapman, Wong & Smith, 1993; Dillard, McCaul & Klein, 2006; Hoppe & Ogden, 
1996). Providing information which prevents selective focus may therefore be 
successful in reducing optimism bias. It has also been suggested that optimism bias is 
the result o f downward social comparison, which is the tendency for smokers to 
compare themselves with other smokers who are worse off than them (Brown & 
Imber, 2003; Buunk, Gibbons & Visser, 2002). This leads to an optimistic view about 
their own risk of developing smoking related health problems. I f  this is true, then 
providing smokers with individualised risk information should prevent the process o f 
downward social comparison and subsequently reduce optimism bias. An 
experimental study which provided participants with personalised risk information has 
previously been successful in changing optimism bias (Kreuter & Strecher, 1995).
The present study investigated the impact of providing smokers with myth de-bunking 
information and individualised risk information. The aim was to determine if  
targeting its underlying mechanisms may be a useful way of reducing optimism bias, 
increasing smokers’ perceptions of personal vulnerability towards smoking-related 
illnesses, and therefore increasing motivation to quit smoking. The results will be 
discussed in relation to each hypothesis and how they fit with the present literature. 
Additional findings will then be explored, including a brief summary about the 
usefulness of outcome measures. This is followed by a discussion o f the clinical 
implications of these findings, limitations of the study and suggestions for future 
research.
6.1 DISCUSSION OF PRESENT STUDY
6.1.1 Hypothesis 1
Providing individualised risk information will lead to lower optimism bias, 
higher perceived vulnerability and greater intention to quit than generalised risk 
information.
Individualised risk information was provided to participants in an attempt to reduce 
engagement in downward social comparisons. It was proposed that individualised risk 
information would lead to lower optimism bias, higher perceived vulnerability and
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greater intention to quit than generalised risk information. The results of this study 
did not support this hypothesis.
There was no difference in optimism bias scores between participants provided with 
individualised risk information and those who were not. This is in contrast to another 
study in which optimism bias was altered by providing participants with 
individualised risk information (Kreuter & Strecher, 1995). In addition, perceived 
vulnerability and intention were not significantly higher in participants provided with 
individualised risk information compared with those provided with generalised risk 
information.
Previous research has shown that debiasing optimism bias is difficult to achieve 
(Weinstein, Sandman & Roberts, 1991; Weinstein & Klein, 1995). One explanation is 
that although providing individualised risk information aims to prevent smokers fi*om 
engaging in the process of downward social comparison, they are still able to 
selectively focus on their perceived risk reducing behaviours, which allows optimism 
bias to be maintained (Weinstein, 1983). This means that perceptions o f personal 
vulnerability will stay the same, and intention to quit will remain unchanged. I f  this is 
the case then it may be difficult to change optimism bias by providing individualised 
risk information alone. It may also be necessary to identify other cognitions which 
bias smokers towards selectively focusing on their risk decreasing behaviours.
6.1.2 Hypothesis 2
De-bunking common myths about smoking, to prevent selective focus on risk- 
reducing behaviours, will lead to lower optimism bias, higher perceived 
vulnerability and greater intention to quit than generalised risk information.
Previous research has found that smokers hold self-exempting beliefs (Chapman & 
Rubenstein, 1987; Chapman, Wong & Smith, 1993), such as beliefs in smoking 
myths, and that these are associated with optimism bias (Dillard, McCaul & Klein, 
2006). The second hypothesis proposed that providing information which de-bunks 
common myths about smoking will be more likely to lower optimism bias and 
increase perceived vulnerability to the effects of smoking, compared with generalised 
risk information, because this would reduce the focus on risk decreasing factors. This
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hypothesis was not supported by the results of this study. There was no significant 
difference found in optimism bias and perceived vulnerability scores when comparing 
the myth de-bunking and generalised risk conditions; there was also no difference in 
intention to quit.
This finding could be explained by the study design. Participants in the myth de­
bunking condition were given myth de-bunking information in the absence o f risk 
information. Although smokers appear to be aware about the health risks of smoking, 
they may not be aware of the specific risk statistics which link smoking to lung cancer 
(Weinstein, et. al., 2004). It is therefore possible that participants were not aware 
about the degree of lung cancer risk posed by smoking. If  this is the case, then not 
providing generalised information about smoking-related lung cancer risks may have 
meant that myth de-bunking information alone would not have been adequate to 
increase perceived vulnerability. Providing participants in the myth de-bunking 
condition with both the myth de-bunking information and generalised risk information 
may therefore have helped to determine the impact o f myth de-bunking information 
on optimism bias, perceived vulnerability and intention to quit.
In addition, it is possible that participants provided with myth de-bunking information 
can still engage in the process of downwards social comparisons (Brown & Imber, 
2003; Buunk, Gibbons & Visser, 2002). Although de-bunking common smoking 
myths may prevent smokers from selectively focusing on risk reducing behaviours, 
they may still be able to compare themselves to smokers who are “worse o ff’ than 
themselves, thereby reducing their perceptions o f personal vulnerability to developing 
smoking-related lung cancer. Finally all participants in this condition were provided 
with the same myth de-bunking information and it is likely that each person holds 
individual beliefs about smoking. It is possible that this condition did not lead to 
reduced optimism bias or increased perceptions of personal vulnerability because the 
myth de-bunking information was not individually relevant. There are a large number 
of potential self-exemption beliefs that smokers may hold (Chapman, Wong & Smith, 
1993) which might need to be identified individually before myth de-bunking 
information is provided. This suggests that individualised myth de-bunking
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information may be required to reduce optimism bias, and increase perceived 
vulnerability.
6.1.3 Hypothesis 3
Combining individualised risk and myth de-bunking information will lead to the 
lowest optimism bias, the highest perceived vulnerability and the greatest 
intention to quit smoking.
Providing smokers with myth de-bunking information alone may mean that they can 
still engage in downward social comparisons, and providing them with individualised 
risk information alone may mean that that they can still engage in the process of 
selective focus meaning that optimism bias could be maintained. Hypothesis 3 
therefore proposed that combining individualised risk information with myth de­
bunking information would lead to the lowest optimism bias and highest perceived 
vulnerability. This hypothesis was partially supported. Participants given
individualised risk information and myth de-bunking information had significantly 
greater perceived vulnerability than those given generalised risk information alone. 
There was, however, no difference in optimism bias scores. An increase in perceived 
vulnerability without a decrease in optimism bias is unexpected because optimism 
bias is proposed to reduce perceived vulnerability (Clarke et. al., 2000). This theoiy is 
supported by the results of a correlation analysis of the entire study sample which 
found a significant negative relationship between optimism bias and perceived 
vulnerability.
One explanation for the lack of difference in optimism bias between groups is the 
potential unreliability of the optimism bias measures. Single item measures, which 
are known to be less reliable than multiple item scales, were used to investigate 
absolute and comparative optimism bias. The use of unreliable measures reduces their 
predictive power and may underestimate the correlation between two variables 
(Sutton, 1998). In comparison, perceived vulnerability was measured using a six-item 
scale. The method of measuring optimism bias used in this study has, however, been 
used successfully in much research (Weinstein, Marcus & Moser, 2005). Another 
possible explanation for the failure to detect an effect between conditions is the small
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sample size of the study, which means that it may not have been possible to detect a 
significant effect.
Hypothesis 3 also proposed that combined myth de-bunking and individualised risk 
information would lead to highest intention to quit. This part of the hypothesis was 
supported; the mean score in this condition was significantly higher than the mean 
score in the generalised risk condition, while the intention to quit scores within the 
individualised risk and myth de-bunking conditions were not significantly different 
fi"om the generalised risk condition. Combined individualised risk and myth de­
bunking information led to increased perceived vulnerability, and as predicted by 
Rogers (1983) this resulted in greater intention to quit smoking. The large effect size 
found in the study is significant because a previous meta-analysis has demonstrated 
that a medium-large change in behavioural intention will lead to a small-medium 
change in behaviour (Webb & Sheeran, 2006). The greater intention to quit, due to 
combined myth de-bunking and individualised risk information, is therefore likely to 
translate into greater behavioural change.
6.1.4 Hypothesis 4
Optimism bias will be negatively associated with perceived vulnerability and 
intention to quit smoking; intention to quit will be positively associated with 
PMT variables.
The associations between variables over the entire study sample were investigated to 
determine the relationship between optimism bias, PMT variables and intention to quit 
smoking. As expected, optimism bias was found to be negatively associated with 
perceived vulnerability, but there was no association found between optimism bias 
and intention to quit. There was, however, a positive association between perceived 
vulnerability and intention to quit smoking. Despite the lack of significance between 
conditions, optimism bias may have had a moderating effect on the relationship 
between perceived vulnerability and intention to quit.
Two previous meta-analyses have found that all of the PMT variables are related to 
intention to quit, although they both found coping appraisals to be better predictors of 
behavioural intention than threat appraisals (Floyd, Prentice-Dunn & Rogers, 2000;
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Milne, Sheeran & Orbell, 2000). This study provided some support for these findings. 
Perceived vulnerability, fear of lung cancer, self-efficacy and response efficacy were 
all found to have medium positive associations with intention to quit. Self-efficacy 
was also associated with behavioural intention, as measured by likelihood of quitting; 
however, perceived severity was not associated with behavioural intentions. A 
regression analysis found that fear of lung cancer, self-efficacy, response efficacy and 
perceived vulnerability were all important predictors of intention to quit, accounting 
for 35.6% of its variability. Sutton (1998) argues that it is not possible to account for 
100% of the variance of a dependent variable; however, the intercorrelation found 
between PMT constructs may reduce their predictive power somewhat.
Fear appeals assume that vulnerability to health risks is the major motivator for health 
protective behaviours but it is possible that there are other motivators, which could 
account for variance in intention to quit. Rogers’ (1983) revised PMT model 
proposed that there are a variety of factors which stimulate cognitive appraisal 
processes which lead to protection motivation including personality, social influences 
and risk to others such as children. A recent review of 35 studies investigated 
motivations to quit smoking using retrospective, prospective and cross-sectional 
designs (McCaul et. al., 2006). Concerns about health were consistently found to be 
the primary motive for attempts to quit smoking. This suggests that threat appraisals 
about health concerns are the primary motivators for health protective behaviours. 
This is supported by the results of this study which found that perceived vulnerability, 
along with response efficacy, was important for better prediction of intention to quit.
The lack o f association between perceived severity and behavioural intention to quit 
smoking may be explained by the lack of variability in the severity data. Most 
participants rated lung cancer as being a highly severe condition. It has been noted 
that severity is a multi-dimensional construct which is composed of several factors 
including disease severity and psychosocial severity (Milne, Sheeran & Orbell, 2000). 
The measure used in this study focused on disease severity and was composed o f only 
two items (the third item was discounted because of low internal reliability). A better 
definition of the severity construct may lead to the development of a multi­
dimensional measure which is able to measure different levels o f severity in a
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population. However, another explanation for the lack of variance is that lung cancer 
is already perceived to be a serious and severe condition by the general population. 
Measures of severity are therefore likely to be positively skewed under this 
circumstance.
A further measure of behavioural intention, likelihood of quitting, was positively 
associated with self-efficacy and one measure of optimism bias. Likelihood o f quitting 
was not, however, correlated with intention to quit, and was not associated with 
perceived vulnerability, response efficacy or fear of lung cancer as intention to quit 
was. Likelihood of quitting therefore seems to measure a different dimension of 
behavioural intention than intention to quit. Those higher in self-efficacy rated 
themselves as more likely to quit in the future compared with smokers with low self- 
efficacy. A regression analysis found that self-efficacy and optimism bias were 
important for better prediction of likelihood of quitting, accounting for 36% of its 
variance. It has been proposed that measuring likelihood of quitting is one way to 
reduce the observed gap between intentions and behaviour (Shepherd et. al., 1998), 
and further research has shown that behavioural expectation, such as perceived 
likelihood of quitting, is a good predictor of behavioural change (Warshaw & Davis. 
1985). As proposed by Rogers’ PMT (1983), self-efficacy seems to be an important 
predictor of behavioural intentions, but is associated with behavioural expectations 
rather than intention to quit. Optimism bias was also important for likelihood of 
quitting (smokers with greater optimism bias rated themselves as more likely to quit 
smoking). This finding appears to support previous research, which has linked 
optimism bias with perceived controllability of a risk (Harris, Weinstein & Klein, 
1996; Hoorens & Buunk, 1993); however, the results of the correlational analysis 
found no relationship between optimism bias and self-efficacy. This may be because 
self-efficacy and perceived controllability are two distinct constructs (Armitage & 
Conner, 1999).
The regression analyses illustrated that perceived vulnerability and response efficacy 
were significant predictors of intention to quit, and self-efficacy and optimism bias 
were significant predictors of likelihood of quitting. PMT constructs were therefore 
important predictors of smokers’ intentions to quit following this intervention.
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suggesting that PMT was an appropriate theory for explaining intention to quit in this 
study.
6,1,5 Additionalfindings
Previous research suggests that risk perception is affected by various 
sociodemographic variables such as age and sex (Block & Keller, 1998; Breakwell, 
2000; Robb, Miles & Wardle, 2004). Women were found to have significantly higher 
fear, PANAS, perceived vulnerability and intention to quit scores than men. This 
suggests that women are more likely to feel vulnerable, and be persuaded to instigate 
behavioural change following presentation of risk information. This supports 
previous research which has found that women tend to express more concerns about 
risk than men (Gustafson, 1998; McKee et. al., 2005).
There was a medium negative association between age, intention to quit and self- 
efficacy. Older smokers tended to have lower levels o f self-efficacy and were less 
likely to intend to quit smoking. Previous research has shown that age is negatively 
associated with risk perception (Robb, Miles & Wardle, 2004; Viscusi, 1991), which 
could explain a lower intention to quit, although there was no association between age 
and optimism bias. It is possible that longer duration of smoking is negatively related 
to self-efficacy which impacts on intention to quit smoking. Heavier smokers also 
tended to have lower self-efficacy than lighter smokers.
Higher trait anxiety was associated with greater fear of lung cancer and higher 
PANAS scores. PANAS and fear of lung cancer were not found to be significant 
predictors of intention to quit so trait anxiety is also unlikely to have had an impact. 
However, it should be noted that trait anxiety tended to be low within this sample so 
conclusions cannot be drawn about the effects of high trait anxiety on intention to 
quit. Married or cohabiting couples tended to have higher PANAS scores and higher 
comparative optimism bias scores compared with non-married, un-cohabiting 
participants. There was no effect of ethnicity or education on any of the outcome 
measures, although this may be related to the low variance in these sociodemographic 
variables.
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Despite these associations, the addition of sociodemographic factors into the 
regression analyses did not improve the prediction of intention to quit or likelihood of 
quitting.
6.L6 Outcome measures
Multiple measures were used to investigate the constructs of fear, optimism bias, self- 
efficacy and intention to quit. A correlation analysis of the entire sample was 
completed to determine the relationships between different measures o f the same 
construct, and their potential usefulness.
There was a medium positive correlation between PANAS and fear of lung cancer 
scores which both aimed to measure the fear construct from Rogers’ (1983) PMT. 
This suggests that they are measuring similar constructs. Previous research on fear 
has commonly used lists of adjectives such as those in the negative dimension o f the 
PANAS. However, a list o f negative emotions are not related to a specific threat 
whereas the fear of lung cancer scale links negative affect to the threat evoked by the 
risk information. Fear of lung cancer scores were associated with perceived 
vulnerability, response efficacy and intention to quit suggesting that this might be the 
better measure of fear in this study.
As mentioned earlier, likelihood of quitting was not correlated with intention to quit, 
and was not associated with perceived vulnerability, response efficacy or fear of lung 
cancer (as intention to quit was). These findings suggest that likelihood of quitting is 
measuring a different aspect of future behaviour compared with intention to quit, 
thereby potentially providing important additional information which helps to bridge 
the intention-behaviour gap (Sheppard et. al., 1998).
Measures of comparative and absolute optimism bias shared a medium to large 
association. Neither measure was related to the actual vs perceived optimism bias 
measure. It has been argued that measuring perceived risk against actual quantitative 
values of risk provides the best measure of optimism bias (Dillard et. al., 2003); 
however, there is evidence to show that the layperson has a limited understanding 
about quantitative measures of risk (e.g. Weinstein, et. al., 2004). A difference
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between perceived risk and actual risk may therefore simply reflect a lack of 
understanding about risk rather than be indicative o f optimism bias.
Finally, there was a large association between self-efficacy and smoking self-efficacy 
measures. They were both associated with likelihood of quitting suggesting that they 
measure similar constructs. Using both measures may provide little additional 
information. The smoking self-efficacy scale is a valid and reliable measure 
consisting of multiple items so this may be a more valid measure to use in future 
research.
6.2 CRITICAL EVALUATION
There are several limitations to this study which will affect the generalisability o f its 
findings; there are several strengths which can also be identified. The results of this 
research should be viewed within the context of its strengths and limitations, which 
are discussed below.
6.2,1 Design
A major strength of this study is its experimental design which is able to demonstrate 
whether different types of risk information have an effect on emotional, cognitive and 
behavioural variables. Experimental studies are often criticised for their low external 
validity; however, they have high internal validity and their results can be used to 
complement findings fi*om correlational studies which have high external validity but 
are unable to demonstrate causation (Breakwell et. al., 2006). Additional correlational 
analyses were conducted on the data to identify relationships between the outcome 
variables. The inclusion of both experimental and correlational components may have 
provided a balance between internal and external validity. Using an experimental 
design may also limit the impact of the Hawthorne effect, which describes the well- 
evidenced observation that asking people about a particular behaviour increases the 
likelihood of it being carried out (Breakwell et. al., 2006). Although this bias may 
have been present in this study, the experimental design meant that all participants 
were asked the same questions about smoking behaviour. The Hawthorne effect
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should therefore not have influenced whether or not there is a difference in 
behavioural intentions between groups.
The experiment design investigated the impact of manipulating a single independent 
variable (i.e. the effect of type of information on behavioural intentions). Although 
this is a robust experimental design for comparing the effects of information types, a 2 
X 2 factorial design, with two independent variables: type o f risk information 
(generalised vs individualised) and myth de-bunking information (present vs absent) 
may have provided further information about the effects of myth de-bunking 
information. As already discussed, participants in the myth de-bunking condition 
were not provided with any risk information and so may not have been aware about 
the extent of smoking-related risks of developing lung cancer. It is therefore difficult 
to determine whether providing myth de-bunking information, in addition to 
generalised risk information, is more effective in motivating people to quit smoking 
than generalised risk information alone. A 2 x 2 factorial design would have allowed 
this distinction to be drawn. It would also have provided information about the 
interactional effects between the two types of information, therefore providing 
information about the relationship between two separate theories about optimism bias. 
This is a better approach than conducting two separate experiments into the effects of 
individualised risk and myth de-bunking which would provide no information about 
their relationship to each other. Conducting a pilot study may have identified such 
problems in the study design so they could have been corrected prior to the main 
study. Unfortunately time limitations prevented this from happening.
For the most part, multiple-item scales were used rather than single-items measures, 
thereby increasing the reliability of the measurement. Unfortunately, single-item 
measures were used for optimism bias and likelihood o f quitting. This is not ideal, 
although such measures have been previously used successfully in similar research. 
However, a combination of this method of measurement with the small sample size 
may have impacted upon the ability to detect an effect within the experimental design.
Finally, the myth de-bunking condition provided a set o f common myths that people 
have about smoking behaviour (Dillard, McCaul & Klein, 2006). It is likely.
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however, that smokers hold a wide range of self-exempting beliefs which allow them 
to engage in the process o f selective focus. Further research may be needed to help 
define the nature of these self-exempting beliefs before they can be usefully targeted.
6.2.2 Population sample
The size of the sample is a potential limitation of the study. A post hoc analysis 
suggests that the sample size o f 53 has a power of 0.28 for a medium effect, which 
suggests this study is underpowered (Faul et. al., 2007). This increases the likelihood 
of a type II error and the results should therefore be interpreted with some caution as 
there may be effects that were not be detected; however, the study had enough power 
to detect large effects.
In addition, the majority of participants in the sample were White British and from 
well educated backgrounds. The mean age was 33.78, illustrating that the sample was 
biased towards younger adults, and there were very few heavy smokers. The results 
should therefore only be generalised to similar populations.
6.2.3 Data Collection
Unfortunately the internet database with individualised risk information crashed, 
causing a disruption to the process of data collection, which meant that only myth de­
bunking and generalised risk questionnaires could be distributed. The design o f the 
study was altered. Individualised risk and combined individualised and myth de­
bunking questionnaires were then distributed until the balance of participants in each 
condition was balanced. This disrupted the allocation of participants to each 
condition, leading to some heterogeneity in demographics. A significant different in 
age was found between groups, and age was found to be negatively associated with 
stage of change, intention to quit and self-efficacy. As the mean age of participants in 
individualised risk and combined individualised risk and myth de-bunking conditions 
were younger, this may have affected the analysis o f these factors between groups.
6.2.4 Data Analysis
Field (2006) suggests that to complete a regression analysis there should be 10 -  15 
cases per predictor. In the analysis for intention to quit, eight predictors have been
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entered, which is greater than the suggested maximum of five. However, sample size 
required for a regression analysis is also dependent on the size of the effect and the 
required statistical power (Field, 2006). Miles & Shevlin (2001) have calculated the 
sample size needed to achieve a power o f 0.80, for different effect sizes. They suggest 
that a sample of between 50 and 60 is required to detect a large effect using eight 
predictors (Miles & Shevlin, 2001). A regression analysis was therefore undertaken 
with eight predictors. This allowed the inclusion o f both sociodemographic and 
outcome variables into the analysis.
6.3 CLINICAL IMPLICATIONS
Following the government’s white paper “Smoking Kills” (DOH, 1998), NHS 
smoking cessation services have been set up around the country to support smokers 
wanting to quit, and the National Institute for Health and Clinical Excellence (NICE) 
have also recently published guidelines about how to support smoking cessation 
within primary care (NICE, 2006). This approach has been shown to increase 
successful smoking cessation in smokers who approach the NHS asking for support to 
quit smoking (McNeill et. al., 2005). However, effort should also be placed into 
motivating smokers who are not trying to quit. Currently the major approaches to 
motivating smokers to quit are through mass media campaigns (such as television 
advertisements) and health warnings on cigarette packets. There is evidence that these 
strategies can be effective in the context of tobacco control; however, despite this, 
there are a large number of individuals who continue to smoke. One explanation for 
this is the presence of optimism bias. This study looked at the impact o f providing 
smokers with individualised risk and myth de-bunking information in an attempt to 
reduce optimism bias, and increase intention to quit smoking. If  this manner of 
communicating smoking risk information is more effective than the traditional 
methods of mass appeals, then this would suggest that the current methods of 
communicating health risks about smoking may benefit from review and potential 
revision.
The major finding of this study was that a combination of myth de-bunking and 
individualised risk information led to higher perceptions of vulnerability to lung
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cancer, and intention to quit, compared with generalised risk information. This was a 
large effect so is likely to be associated with small-medium changes in actual 
behaviour (Webb & Sheeran, 2006). This provides evidence that combining 
individualised risk information and myth de-bunking information is a more effective 
way of increasing perceived vulnerability and intention to quit than the type of risk 
information commonly used in risk communication. These findings suggests that fear 
appeals which use generalised risk information to increase perceived vulnerability to 
illness may not be the most effective method of motivating health protective 
behaviour in relation to smoking. Providing smokers with individualised risk 
information is potentially a costly approach, because it would be likely to involve 
individualised clinical consultation, but this study provides evidence that this 
approach increases the intention to quit smoking. Treatment of smoking-related 
illnesses costs the NHS over a billion pounds a year so increasing smoking cessation, 
by using individualised methods, is likely to be cost effective in the long-term. 
Although common myths were de-bunked in this study, there are a large number of 
potential self-exemption beliefs that smokers may hold (Chapman, Wong & Smith, 
1993) and this would argue for an individual approach in which self-exempting beliefs 
are individually identified before myth de-bunking information is provided. Risk 
perception is also affected by sociodemographic factors such as age and sex, which 
provides ftirther support for a more individualised approach to motivating smokers to 
quit, which would take these factors into account. An individualised approach to 
smoking cessation has been advocated by several authors (e.g. McClure, 2002; Risser 
& Belcher).
The predictors of behavioural intention need to be understood for effective and 
successful individualised risk communication strategies to be designed. Previous 
research has suggested that coping appraisals are more predictive of intentions to quit 
smoking than threat appraisals (Floyd, Prentice-Dunn & Rogers, 2000; Milne, Sheeran 
& Orbell, 2000). The findings of this research have demonstrated that different 
appraisal processes may be related to different dimensions of behavioural intentions. 
This potentially has important implications for helping to translate smokers’ intentions 
to quit into actual behavioural change. Response efficacy and perceived vulnerability 
were both found to be a significant predictor of intention to quit. This suggests that
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providing smokers with information which increases personal vulnerability to 
smoking-related health risks will increase intention to quit, if  smokers believe that 
quitting will effectively improve health. However, self-efficacy was positively 
associated with, and was found to be a significant predictor of, likelihood of quitting. 
Smokers with high efficacy will therefore perceive themselves as more likely to quit 
smoking in the fiiture.
Although previous research has shown that self-efficacy is important for behavioural 
intentions (e.g. Ho, 1992), this research illustrates that intention to quit and likelihood 
of quitting measure separate dimensions of behavioural intentions. It is possible that a 
smoker could have high intentions to quit but low perceptions of their likelihood of 
quitting. Both intention to quit and behavioural expectations, such as perceived 
likelihood of quitting, have been found to predict actual behavioural change (Milne, 
Sheeran & Orbell, 2000; Warshaw & Davis, 1985). Low perception of likelihood may 
therefore make actual behavioural change less likely. Although combined 
individualised risk and myth de-bunking information led to greater intention to quit 
smoking, it had no impact upon perceptions about likelihood of quitting. This means 
that in addition to providing smokers with combined individualised and myth de­
bunking information, intervention to increase self-efficacy may be important for 
successful behavioural change. Although this requires further investigation, it 
contributes to the argument that a more individualised approach is needed to help 
motivate smokers to quit smoking.
6.4 FUTURE RESEARCH
Combined individualised risk and myth de-bunking information was found to be 
effective in altering perceived vulnerability and intention to quit within a small sample 
of the general population. It is likely that providing individualised information about 
smoking risks and de-bunking myths about smoking would be undertaken within a 
primary care setting in which a large volume of patients are seen on a daily basis. The 
effectiveness of implementing this type of intervention needs to be investigated within 
such a clinical setting. This will show whether the findings can be replicated in a 
clinical setting, and allow investigation of the practicalities of implementing such an
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approach. Furthermore, future research could be undertaken into the impact of 
providing individualised myth de-bunking to smokers, to determine whether this is 
more effective than providing information de-bunking common smoking myths.
Behavioural intention was found to be a multidimensional construct with fear of lung 
cancer, perceived vulnerability and response efficacy being related to intention to quit, 
and self-efficacy being associated with likelihood of quitting. Both intention to quit 
and likelihood of quitting have been shown to predict actual behavioural change. A 
greater understanding about the relationships between intention to quit, likelihood of 
quitting and behavioural change may demonstrate whether intervention to improve 
self-efficacy is needed, in addition to individualised risk and myth de-bunking 
information, to translate intention to quit into actual behavioural change. The 
relationship between optimism bias, likelihood of quitting and intention to quit also 
needs to be clarified.
Participants in this study were mostly young, highly educated and white British so this 
study would need to be repeated on smokers from other sociodemographic 
background to determine whether the results are generalisable. As more smokers tend 
to be from lower socioeconomic backgrounds, there would appear to be a greater need 
to investigate the effects of manipulating optimism bias in people from lower 
socioeconomic backgrounds. There appears to be a significant gap in literature 
investigating the predictors of quit intentions in people from low socioeconomic 
backgrounds (Gutierezz, 2007).
From 1 July 2007, smoking in public places will be illegal. Anecdotal evidence 
suggests that many smokers are intending to quit smoking before this ban is enforced. 
Previous research has shown that smoking bans promote quitting behaviour and 
prevent relapse of smoking behaviour following a quit attempt (Borland et. al., 2006; 
Fong et. al., 2006; Hammond et. al., 2004). This suggests that there are factors other 
than increasing perceived vulnerability to illness which may motivate smokers to quit 
smoking. Further research should investigate the impact of the smoking ban on 
intention to quit.
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6.5 CONCLUSION
The main finding of this study is that combined individualised and myth de-bunking 
information about smoking leads to increased perceived vulnerability and greater 
intention to quit smoking. This partially supports the theory that providing 
individualised risk information will prevent downward social comparison, but is not 
fully supported because optimism bias was not reduced. Despite this, the findings 
have important implications for how risk information about smoking-related illnesses 
is communicated to effectively motivate intentions to quit smoking. Further research 
should build on these findings by clarifying the relationships between predictors of 
behavioural intention, and investigating how these findings generalise to individuals 
from other backgrounds, specifically from lower socioeconomic backgrounds. This 
study has important implications for communications aimed at motivating smokers to 
quit. It provides significant evidence that a combination of myth de-bunking and 
individualised risk information increases intention to quit in smokers and, because of 
the large effect, this is likely to translate into actual behavioural change.
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APPENDIX ONE: EXPERIMENTAL MANIPULATIONS
CONDITION 1: GENERALISED RISK INFORMATION (CONTROL)
Please read the following Information carefully. It describes the 
risk of smokers developing lung cancer:
Around 90% of lung cancer cases in the UK are caused by tobacco smoking. 
Risk of developing lung cancer is affected by duration of smoking, level of 
consumption and tar content. Compared with non-smokers, those who smoke 
between 1 and 14 cigarettes a day have eight times the risk of dying from lung 
cancer and those who smoke more than 25 cigarettes a day have 25 times the 
risk.
Smoking cessation, even for people who have been smoking for many years, 
has very significant health benefits. The cumulative risk of dying of lung 
cancer by age 75 for a life-long male smoker is 15.9%. For men who cease  
smoking at ages 60, 50, 40 and 30 years, their cumulative risk of dying from 
lung cancer falls to 9.9%, 6.0%, 3.0% and 1.7% respectively (Figure 6.8).
Figure 6.8: Effects of stopping smoking at various ages on the 
cumulative risk of death from lung cancer by age 75 for men
18
C u rre n  cigaretle  sm oker 
S to p p e d  sm oking at 60  
S to p p e d  sm oking a t 50  
S to p p e d  sm oking a t 40 
S to p p e d  sm oking a t 30 
Lifelong non -sm oker
&^
 12
6 -
Smoking cessation has the sam e health benefits for women with the 
cumulative risk of dying from lung cancer at age 75 being 9.5% for life-long 
smokers, and falling to 5.3% and 2.2% for women who stopped smoking 
around age 60 and 50 respectively.
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CONDITION!: M YTHDE-BUNKINGINFORMATION
Please read the following information carefully.
C om m on m yths a b o u t sm oking  de  bunked:
MYTH1
“Developing lung cancer won’t happen to me”.
FACT
Anyone who smokes faces an increased risk of developing lung cancer, and 
other smoking-related health concerns, compared with a non-smoker. Studies 
from Europe, Japan and North America have shown that 9 in 10 lung cancers 
are caused by smoking.
MYTH 2
“Whether a person gets lung cancer depends more on genes than anything 
else”.
FACT
Research has revealed small genetic variations that might slightly increase a 
person's chances of developing lung cancer. However, genetic causes 
remain a minor contributor to lung cancer risk compared to smoking, which 
causes nine out of ten cases of lung cancer.
MYTH 3
“I’m not at risk because I only smoke a few cigarettes a day”.
FACT
The more cigarettes you smoke a day, the higher your risk of cancer. But you 
are increasing your cancer risk even if you smoke a few cigarettes a day.
Light smoking can still endanger your health. Studies have shown that even 
people who smoke 1-4 cigarettes a day are still almost three times more likely 
to die of heart disease and lung cancer than non-smokers.
MYTH 4
“It’s ok to smoke as long as I exercise and keep generally healthy”.
FACT
Eating lots of fruit may reduce your risk of lung cancer and som e studies have 
found that getting moderate amounts of activity can also reduce your risk. But 
these protective effects are very small compared to the damaging effects of 
smoking. If you are a smoker, then keeping fit and healthy is not going to 
cancel out your risk of cancer.
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MYTH 5
“My risk of developing lung cancer is lower because I only smoke light, mild or 
low-tar cigarettes”.
FACT
Low-tar cigarettes are just a s  harmful as  regular brands. The packs may 
show you lower tar and nicotine numbers. But these numbers are based on 
tests that use machines not real people. When real people smoke ‘low-tar’ 
cigarettes, they breathe in much harder to satisfy their nicotine cravings. So 
even if the cigarettes taste weaker, they are still doing your body as  much 
dam age as  ‘stronger’ brands. Cigarettes also contain many other harmful 
chemicals besides tar and nicotine.
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CONDITION 3: INDIVIDUALISED RISK INFORMATION (VERSION 1)
Please read the following information carefully. 
The risk to you of developing lung cancer:
According to your background information you are a 30-34 year old female 
who started smoking before the age of 18 and smokes 11-19 cigarettes a day. 
You are at an increased risk of developing lung cancer.
In the next 10 years 27 of 10,000 smokers with this profile will die of lung 
cancer compared to 2 of 10,000 non-smokers (Figure 1).
Figure 1 : The risk of death from lung cancer for smokers of your sex, current 
age, age you started smoking and number of cigarettes smoked per day.
Number of Lung Cancer Deaths 
You are female, age 30-34, and currently smoke 11 to 19 cigarettes per day. You 
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CONDITION 3: INDIVIDUALISED RISK INFORMATION (VERSION 2) 
Please read the following information carefully.
The risk to  you of developing lung cancer:
Around 90% of lung cancer cases in the UK are caused by tobacco smoking.
According to your background information you are a 30-year-old male who 
started smoking after the age of 21 and smokes 3-10 cigarettes a day. 
Smokers with your profile have an increased risk of developing lung cancer 
compared to non-smokers.
The risk of developing lung cancer is about 23 times higher in male smokers 
compared to lifetime non-smokers.
You smoke 3-10 cigarettes per day. Compared with non-smokers, those who 
smoke between 1 and 14 cigarettes a day have eight times the risk of dying 
from lung cancer. Risk of developing lung cancer is also dependent on 
duration of smoking. You started smoking after the age of 21.
Smoking cessation, even for people who have been smoking for many years, 
has very significant health benefits. The cumulative risk of dying of lung 
cancer by age 75 for a life-long male smoker is 15.9%. For men who cease 
smoking at ages 60, 50, 40 and 30 years, their cumulative risk of dying from 
lung cancer falls to 9.9%, 6.0%, 3.0% and 1.7% respectively (Figure 6.8).
Figure 6.8: Effects of stopping smoking at various ages on the 
cumulative risk of death from lung cancer by age 75 for men
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CONDITION 4: INDIVIDUALISED RISK & MYTH DE-BUNKING
INFORMATION
Please read the following information carefully. 
The risk to you of developing lung cancer:
Around 90% of lung cancer cases in the UK are caused by tobacco smoking.
According to your background information you are a 30-year-old male who 
started smoking after the age of 21 and smokes 11-19 cigarettes a day. 
Smokers with your profile have an increased risk of developing lung cancer 
compared to non-smokers.
The risk of developing lung cancer is about 23 times higher in male smokers 
compared to lifetime non-smokers.
You smoke 11-19 cigarettes per day. Compared with non-smokers, those 
who smoke between 1 and 14 cigarettes a day have eight times the risk of 
dying from lung cancer. Risk of developing lung cancer is also dependent on 
duration of smoking. You started smoking after the age of 21.
Smoking cessation, even for people who have been smoking for many years, 
has very significant health benefits. The cumulative risk of dying of lung 
cancer by age 75 for a life-long male smoker is 15.9%. For men who cease  
smoking at ages 60, 50, 40 and 30 years, their cumulative risk of dying from 
lung cancer falls to 9.9%, 6.0%, 3.0% and 1.7% respectively (Figure 6.8).
Figure 6.8: Effects of stopping smoking at various ages on the 
cumulative risk of death from lung cancer by age 75 for men
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Common myths about smoking de-bunked:
MYTH1
“Developing lung cancer won’t happen to me".
FACT
Anyone who smokes faces an increased risk of developing lung cancer, and 
other smoking-related health concerns, compared with a non-smoker. Studies 
from Europe, Japan and North America have shown that 9 in 10 lung cancers 
are caused by smoking.
MYTH 2
“Whether a person gets lung cancer depends more on genes than anything 
else".
FACT
Research has revealed small genetic variations that might slightly increase a 
person's chances of developing lung cancer. However, genetic causes 
remain a minor contributor to lung cancer risk compared to smoking, which 
causes nine out of ten cases of lung cancer.
MYTH 3
“I’m not at risk because I only smoke a few cigarettes a day".
FACT
The more cigarettes you smoke a day, the higher your risk of cancer. But you 
are increasing your cancer risk even if you smoke a few cigarettes a day.
Light smoking can still endanger your health. Studies have shown that even 
people who smoke 1-4 cigarettes a day are still almost three times more likely 
to die of heart disease and lung cancer than non-smokers.
MYTH 4
“It’s ok to smoke as long as I exercise and keep generally healthy".
FACT
Eating lots of fruit may reduce your risk of lung cancer and some studies have 
found that getting moderate amounts of activity can also reduce your risk. But 
these protective effects are very small compared to the damaging effects of 
smoking. If you are a smoker, then keeping fit and healthy is not going to 
cancel out your risk of cancer.
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MYTH 5
“My risk of developing lung cancer is lower because I only smoke light, mild or 
low-tar cigarettes”.
FACT
Low-tar cigarettes are just as harmful as regular brands. The packs may 
show you lower tar and nicotine numbers. But these numbers are based on 
tests that use machines not real people. When real people smoke ‘low-tar’ 
cigarettes, they breathe in much harder to satisfy their nicotine cravings. So 
even if the cigarettes taste weaker, they are still doing your body as  much 
damage as ‘stronger’ brands. Cigarettes also contain many other harmful 
chemicals besides tar and nicotine.
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APPENDIX TWO: BACKGROUND INFORMATION
Smokers’ perceptions about the risks of smoking.
BACKGROUND INFORMATION QUESTIONNAIRE
The following information is collected to find out more about the people who 
will take part in this research. It will remain completely confidential and will not 
be used to identify you. The questions should take about 10 minutes to 
complete.
On receipt of this background information you will be sent a further 
questionnaire looking at smokers' perceptions about the risks of smoking. 
Thank you for agreeing to participate in this study.
Jude Lambourne 
Trainee Clinical Psychologist 
PsychD in Clinical Psychology 
University of Surrey
INFORMED CONSENT
Please initial box
1. I confirm that I have read and understand the information sheet dated 
September 2006 (Version 1 ) for the above study. I have had the opportunity 
to consider the information, ask questions and have had these answered 
satisfactorily.
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time,
3. I agree to take part in the above study.
4. I would like to receive a summary of the results when this study is 
completed.
For an electronic copy (preferred), my e-mail address is:
Name  ________________________ Date
Please provide either an e-mail address or a mailing address to which 
the second questionnaire can be posted;
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Participant identification Number:___________________________________ ___________
General inform ation
1. How old are you?___________________________________ ___
2. What sex are you? Male/Female
3. What is your marital status?
Single ___
Living with P artner ___
Married ___
S eparated / Divorced ___
W idowed ___
Other, p lease  describe  below ___
4. How would you describe your ethnicity?
Choose one section from (a) to (e) then tick the appropriate response,
(a) White
British_____________________________________________ ___
Irish_______________________________________________ ___
Any other White background, please describe below ___
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background, please describe below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please describe below
(d) Black o r Black British
Caribbean
African
Any other Black background, please describe below
(e) C hinese or O ther ethnic group
Chinese
Any other, please describe below
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5. Is your first language English?
Yes
No. If not, please describe your first language below.
6. What is your highest qualification? (Please tick appropriate response).
None_____________________________________________
School Certificate ___
GCSE(s)/0 level(s)/CSE(s) ___
A level(s) ___
Diploma_______________________________________ ___
Degree________________________________________ ___
Postgraduate degree____________________________ ___
7. What is your current occupation (or if you are not working, what were you 
last employed doing)?
Smoking-Related Questions
1. How many cigarettes on average do you smoke a day?
2. At what age did you start smoking? (Please tick appropriate 
response).
Less than 18_________________________________
18-21 ___
22+ ___
3. Have you tried to quit smoking previously? (Please tick appropriate
response).
Yes ___
No ___
If yes, how many times_______________________ ___
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4. Are you currently planning to quit smoking?
I don’t plan to 
quit
□
Undecided
□
I plan to quit
□
5. How confident are you that you can give up smoking if you wanted to?
^  little Moderately Quite
confident confident confident confident
□ □ □
6. I believe I could effectively quit smoking.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
□
Somewhat
agree
□
Extremely
Confident
□
Strongly
agree
□
7. Compared to others your sam e age and sex in the general population, how 
would you rate your risk of getting lung cancer within the next 10 years?
Much lower Lower than . averaae than Much higher
than average average  ^ average than average
□ □ □ □ □
8. How likely do you think it is that the average cigarette smoker wiil develop 
lung cancer In the future?
Very low Somewhat low Moderate Very high
□ □ □ □ □
9. How likely do you think that you will develop lung cancer In the future?
SomewhatVery low Somewhat low Moderate
□  □  □
high
□
Very high
□
234
Volume 1__________________________________________________ Research Dossier
10. Overall, how many people who develop lung cancer do you think are 
cured? Your best guess is fine.
Aboutha.
□  □  □  □  □
11. Would you say the risk of an average smoker developing lung cancer 
compared with a non-smoker is about:
The same A little higher Twice the risk 5 x the risk tO+t|^®sthe
0 0 0 0 0
12. Would you say the risk of you developing lung cancer compared with a 
non-smoker is about:
The same A little higher Twice the risk 6 x the risk times therisk
0 0 0 0 0
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APPENDIX THREE : TAYLOR MANIFEST ANXIETY SCALE
Taylor Manifest Anxiety Scale
(Taylor, 1953)
Please mark each of the following statem ents TRUE if it describes you and 
FALSE if it does not by circling the appropriate response.
1 1 do not tire quickly. TRUE FALSE
2 1 am often sick to my stomach. TRUE FALSE
3 1 am about as nervous as other people. TRUE FALSE
4 1 have very few headaches. TRUE FALSE
5 1 work under a great deal of strain. TRUE FALSE
6 1 cannot keep my mind on one thing. TRUE FALSE
7 1 worry over money and business. TRUE FALSE
8 1 frequently notice my hands shake when 1 try to do 
something.
TRUE FALSE
9 1 blush as  often as  others. TRUE FALSE
10 1 have diarrhoea once a month or more. TRUE FALSE
11 1 worry quite a bit over possible troubles. TRUE FALSE
12 1 practically never blush. TRUE FALSE
13 1 am often afraid that 1 am going to blush. TRUE FALSE
14 1 have nightmares every few nights. TRUE FALSE
15 My hands and feet are usually warm enough. TRUE FALSE
16 1 sweat very easily even on cool days. TRUE FALSE
17 When em barrassed 1 often break out in a sweat which 
is very annoying.
TRUE FALSE
18 1 do not often notice my heart pounding and 1 am 
seldom short of breath.
TRUE FALSE
19 1 feel hungry almost all the time. TRUE FALSE
20 Often my bowels don’t move for several days at a 
time.
TRUE FALSE
21 1 have a great deal of stomach trouble. TRUE FALSE
22 At times 1 lose sleep over worry. TRUE FALSE
23 My sleep is restless and disturbed. TRUE FALSE
24 1 often dream about things 1 don’t like to tell other 
people.
TRUE FALSE
25 1 am easily embarrassed. TRUE FALSE
26 My feelings are hurt more easily than those of most 
people.
TRUE FALSE
27 1 often find myself worrying about something. TRUE FALSE
28 1 wish 1 could be as happy as others. TRUE FALSE
29 1 am usually calm and not easily upset. TRUE FALSE
30 1 cry easily. TRUE FALSE
31 1 feel anxious about something or someone almost all 
of the time.
TRUE FALSE
32 1 am happy most of the time TRUE FALSE
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33 It makes me nervous to have to wait. TRUE FALSE
34 At times 1 am so restless that 1 cannot sit in a chair for 
very long.
TRUE FALSE
35 Sometimes 1 become so excited that 1 find it hard to 
get to sleep
TRUE FALSE
36 1 have often felt that 1 faced so many difficulties that 1 
could not overcome them.
TRUE FALSE
37 At times 1 have been worried beyond reason about 
something that really did not matter.
TRUE FALSE
38 1 do not have as  many fears as my friends. TRUE FALSE
39 1 have been afraid of things or people that 1 know 
could not hurt me.
TRUE FALSE
40 1 certainly feel useless at times. TRUE FALSE
41 1 find it hard to keep my mind on a task or job. TRUE FALSE
42 1 am more self conscious than most people. TRUE FALSE
43 1 am the kind of person who takes things hard. TRUE FALSE
44 1 am a very nervous person. TRUE FALSE
45 Life is often a strain on me. TRUE FALSE
46 At times 1 think 1 am no good at all. TRUE FALSE
47 1 am not at all confident of myself. TRUE FALSE
48 At times 1 feel that 1 am going to crack up. TRUE FALSE
49 1 don't like to face a difficulty or make an important 
decision.
TRUE FALSE
50 1 am very confident of myself. TRUE FALSE
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APPENDIX FOUR: DEPENDENT MEASURES
1. FEAR AROUSAL
POSTIVE AND NEGATIVE AFFECT SCALE^
(Watson, Clark & Tellegan, 1988)
This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then circle the appropriate answer next to the word. Indicate to 
what extent you feel this way right now, that is, at the present moment.
Use the following scale to record your answers.
(1) = Very slightly or (2) = A little (3) = Moderately (4) = Quite a bit (5) =extremely
not at all
Very
slightly or 
not a t all
A little M oderately Quite a 
bit
Extremely
1. Distressed 1 2 3 4 5
2. Ashamed 1 2 3 4 5
3. Upset 1 2 3 4 5
4. Nervous 1 2 3 4 5
5. Guilty 1 2 3 4 5
6. Scared 1 2 3 4 5
7. Hostile 1 2 3 4 5
8. Jittery 1 2 3 4 5
9. Afraid 1 2 3 4 5
10. Irritable 1 2 3 4 5
Instructions provided to participants were: After reading the above information about the risk o f
developing cancer fi'om smoking, please complete the following scale.
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FEAR OF LUNG CANCER SCALE^ 
(Adapted from Champion et. al., 2004)
1. When I think about lung cancer, I feel nervous.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
2. When I think about lung cancer, I get upset.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
3. When I think about lung cancer, I get depressed.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
4. When I think about lung cancer, I get jittery.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
5. When I think about lung cancer, my heart beats faster.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
Instructions provided to participants for all Likert scales were: After reading the information above
about the risk o f developing cancer firom smoking, please indicate how much you agree or disagree
with the statements below.
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6. When I think about lung cancer, I feel uneasy.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
7. When I think about lung cancer, I feel anxious
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
8. The thought o f lung cancer scares me 
Strongly Somewhat
disagree
□
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
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2. PERCEIVED VULNERABILITY
PERCEIVED VULNERABILITY SCALE
(Adapted from Plotnikoff & Higginbotham, 1995; 2002)
1. As I get older, I worry about getting lung cancer.
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree agree agree
□  □  □  □  □
2. My chances of getting lung cancer are veiy small.
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree agree agree
□  □  □  □  □
3. Because of the stress in my life, I am worried about getting lung cancer.
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree agree agree
□ 0 0 0 0
4. A history of cancer with my relatives makes me worry about getting lung cancer.
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree agree agree
0 0 0 0 0
5. Because of my smoking, I am worried about getting lung cancer.
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree agree agree
0 0 0 0 0
6. Because of the amount of exercise I get, I feel protected against lung cancer.
Strongly Somewhat , Somewhat StronglyJ. Neutral ^disagree disagree agree agree
0 0 0 0 0
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3. PERCEIVED SEVERITY
PERCEIVED SEVERITY SCALE
(Adapted from Fry & Prentice-Duim, 2006; Plotnikoff & Higginbotham, 1995; 2002)
1. In spite of advances in modem medicine, lung cancer is as serious and dangerous a 
disease as it was several years ago.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
2. Lung cancer is a serious health problem.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
3. How much would lung cancer interfere with someone leading a normal life?
Very slightly A little Moderately Quite a bit Extremely
0 0 0 0 0
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4. RESPONSE EFFICACY
RESPONSE EFFICACY SCALE
(Adapted from Plotnikoff & Higginbotham, 1995; 2002)
10. Quitting smoking will decrease my chances of getting lung cancer.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
11. Quitting smoking will improve my chances of living longer.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
12. My general health will improve if I quit smoking.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
13. Quitting smoking will improve my blood pressure.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
14. Quitting smoking will reduce my chances of having a heart attack.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
15. Quitting smoking will decrease my chances of having a stroke.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
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5. SELF-EFFICACY
SMOKING SELF-EFFICACY SCALE®
(Etter. et. al., 2000)
The following are some situations in which certain people might be tempted to smoke. 
Please indicate whether you are sure that you could refrain from smoking in each 
situation.
Not a t all 
sure
Not very 
sure
M ore or 
less sure
Fairly
sure
Absolutely
sure
1. When I feel 
nervous
1 2 3 4 5
2. When I feel 
depressed
1 2 3 4 5
3. When I am 
angry
1 2 3 4 5
4. When I feel 
very anxious
1 2 3 4 5
5. When I want to 
think about a 
difficult problem
1 2 3 4 5
6. When I feel the 
urge to smoke
1 2 3 4 5
7. When having a 
drink with friends
1 2 3 4 5
8. When
celebrating
something
1 2 3 4 5
9. When drinking 
beer, wine or other 
spirits
1 2 3 4 5
10. When I am 
with smokers
1 2 3 4 5
11. After a meal 1 2 3 4 5
12. When having 
coffee or tea
1 2 3 4 5
Instructions provided to participants were: After reading the above information about the risk o f
developing cancer from smoking, please complete the following scale.
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SELF-EFFICACY SCALE
(Adapted from Ho, 1992; Fry & Prentice-Dunn, 2006)
1. How confident are you that you can give up smoking if  you wanted to?
Very slightly 
or not at all 
confident
□
A little 
confident
□
Moderately
confident
□
Quite
confident
□
Extremely
Confident
□  ■
2. I believe I could effectively quit smoking.
Strongly
disagree
□
Somewhat
disagree
□
Neutral
□
Somewhat
agree
□
Strongly
agree
□
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6. OPTIMISM BIAS MEASURES
ABSOLUTE MEASURE
(Weinstein, Marcus & Moser, 2005)
1. How likely do you think it is that the average cigarette smoker will develop lung 
cancer in the future?
Very low Somewhat low Moderate Somewhat high Very high
0 0 0 0 0
2. How likely do you think that you will develop lung cancer in the future?
Very low Somewhat low Moderate Somewhat high Very high
0 0 0 0 0
COMPARATIVE MEASURE
(Weinstein, Marcus & Moser, 2005)
1. Would you say the risk of an average smoker developing lung cancer compared 
with a non-smoker is about:
The same A little higher Twice the risk 5 x the risk times the
nsk
0 0 0 0 0
2. Would you say the risk of you developing lung cancer compared with a non- 
smoker is about:
The same A little higher Twice the risk 5 x the risk times the
nsk
0 0 0 0 0
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7. BEHAVIOURAL INTENTIONS
INTENTION TO QUIT SCALE
(Donovan et. al, 1998; Siahpush et. al., 2006)
1. Please indicate which of the following categories best describes your current 
situation.
I am not thinking about quitting smoking
I am thinking about quitting smoking, but not in the next few weeks
I am thinking about quitting smoking and intend to do so in the next few 
weeks.
I am trying to quit at the moment.
2. Are you planning to quit smoking: (Please tick the appropriate box). 
Within the next month.
Within the next 6 months.
Some time in the future, beyond 6 months.
I am not thinking about quitting smoking.
□
□
□
□
□
□
□
□
LIKELIHOOD OF QUITTING
(Plotnikoff & Higginbotham, 1995; 2002)
32. How likely is it that you will quit smoking?
Very Unlikely Unlikely Unsure Likely Very Likely
0 0 0 0 0
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APPENDIX FIVE: STUDY INVITATION LETTER
Unis
PsychD Clinical Psychology
University 
of Surrey
Guildford
Surroy GU27XH.uk
Tolophon*
>44(0)01433 300800
Facshnilo
*44 (0)1483 300803
www.auMoy.ae.uk
Department of Psychology
INVITATION TO PARTICIPATE IN A CLINICAL 
RESEARCH STUDY
Study title: Smokers’ perceptions about the risks of 
smoking.
Researcher:
Judith Lamboume (Trainee Clinical Psychologist)
Supervisor:
Dr Victoria Senior
am conducting research into smokers’ perceptions about the risks of 
smoking, In part fulfilment of my practitioner doctorate In Clinical 
Psychology at the University of Surrey. The study aims to increase the 
existing body of knowledge and understanding about how smokers 
perceive the health risks of smoking.
am looking to recruit participants aged between 18 and 69 who smoke 
at least one cigarette per day. If you fulfil these criteria I would like to 
invite you to take part in this study. It involves the completion of two 
questionnaires, one enclosed in this envelope, and the other to be sent to 
you on receipt of the first.
A participant information sheet, explaining more about the research, is 
enclosed In this envelope. Please take time to read this before deciding 
whether you would like to participate. There is a consent form on the 
front of the questionnaire for you to sign if you are happy to participate (it 
is okay to type your name. Instead of signing, if you are returning it 
electronically).
If you would like to take part in this study please return the questionnaire 
and consent form in the stamped, addressed envelope provided, (or via 
e-mail) if possible within two weeks of receiving it.
If you have any questions about the study, please do not hesitate to 
contact me on 01483 889441 or e-mail me at psmailtSsurrev.ac.uk
Thank you for taking the time to read this.
School of
Human
Sciences
Oapirtmant of 
Psychology
Facsimile
*44(0)1483689553
Connc Director 
Ms Mary John
Deputy CoirM Dircctor/Sar
Lecturer
DrArbme Vettre
CHoical Director 
Dr Nan Habita
SarCliaicil Tutor 
DrStaoH Howard 
CVskal Tutors 
Afr Lottb* Deaeon 
DrPauirMla
Seoior Academic Tutor 
Dr yieky Vidataki 
Academic Tutor 
Dr Mark Hayward
Research Tutors 
Dr Dora Brown 
Dr yieioHa Senior 
Dr Sue Thorpe 
Dr Tuthna VanJreyata 
Dr Fiona Ifarren
UaisoB Tutor 
Mt Jane Street
Course Admiaistralor 
Chariolte Kbif 
Placement Co-ordiaator 
Lynda Bell 
Course Secretary 
Kerin MaMuwt 
Tel
0l4t36tm2
Fas
01413 M M 7  
email
k.ntaltkewt@surTty.acuk 
Room 03 AD 02
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APPENDIX SIX: PARTICIPANT INFORMATION SHEET
Unis
PsychD Clinical Psychology
Department of Psychology
Smokers’ perceptions about the risks of smoking.
University 
of Surrey
Guildford
Sumy GU27XH.uk
Talophom
*44(0)01483300800
Facsimile
*44(0)1483 300803
www.sumy.ae.uk
r’ou are being asked to take part In a research study looking at smokers’ 
lerceptions about the risks of smoking. Please take time to read the 
ollowing infonnation carefully and discuss it with others If you wish.
• Part 1 tells you about the purpose of the study and what will 
happen if you agree to take part.
• Part 2 provides you with more detailed Information about the 
study.
f there Is any^ing that you don’t understand and wish to discuss further, 
>r you would like hrrther Infonnation about the study please feel free to 
contact me. My contact details are provided at the end of this information 
heet.
Thank you for taking the time to read this.
IVhat is the purpose of the study?
Research has shown that how smokers perceive information, about the 
isks to their health from smoking, will Influence their intention to quit.
This study aims to explore the impact of risk information on smokers’ 
jerceptions about the risks of smoking, specifically the risk of developing 
ung cancer. It is hoped that this research will clarify the best method of 
ommunicating information about the health risks of smoking to smokers, 
!o ensure that they can make Informed choices about their smoking 
)ehaviour.
Why I have been chosen?
Ne are Inviting any smokers within the general population, between the 
iges of 18 and 89, to take part in this research.
School of
Human
Sciences
Dcpaitnwnt of 
Paychology
Facslmite
+44(0)1483 689553
CoarM Dirtttor 
Mt May John
Ocpaly Csarsc Dirtctor/Sor
Lcclanr
DrAHeae Vetert
Ciiakil Director 
DrHm Hotna
SarCliaicil Tatar 
Dr Susan Howard 
CGakalTaton 
Ms Loube Deaeon 
Dr Paul TitUet
Sealer Academic Tator 
DrVtcty VUaiakl 
Academic Tatar 
DrMarkHayward
RewarchTatan 
Dr Dora Brown 
Dr yktofla Senior 
Dr Sue Thorpe
Dr Tuthna Vandrerala 
Dr Fio na IParren
UalsoaTutor
MsJaneStreet
Coarae Admlabtrator 
Charlotte Klnt 
Macemeal Camrdiaatar 
Lynda Ball 
Coarae Secretary 
Kerin Matthews 
Tel
out i turn
Faxoimmm
emaU
h.nmOhewt®turrty.acuk 
Room 03 AD 02
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3o I have to take part?
'lo. It Is up to you to decide whether or not to take part. If you agree to 
ake part you are free to withdraw from the study at any time, without 
providing a reason.
Nhat will happen to me If I take part?
Tou will be asked to complete two questionnaires which assess your 
riews about smoking and the risks of smoking. The background 
nformahon questionnaire should take about 10 minutes to complete and 
he questionnaire identifying your views on risk of smoking should take 
ît)out 25 minutes. You will be asked to return these by e-mail or post (in 
1 stamped, addressed envelope).
Nhat are the possible benefits and disadvantages of taking part? 
rhe possible benefits of taking part in this study are gaining an increased 
cnowledge about the health risks posed by smoking. It is not likely that 
(ou will experience any disadvantages as a result of taking part in this 
tudy. in the unlikely event that you become distressed as a result of 
xmipieting the questionnaires, please feel free to speak to me or Dr 
/ictoria Senior. Our contact details are at the bottom of this information 
heet.
Part 2
Row confidential will It be?
iTour completed questionnaire will tie kept secure and will not be 
available to anyone who is not involved in the research. Your name and 
address will not be included on the questionnaire or on the computer 
when the results of the questionnaires are being analysed. Your 
esponses are held strictly confidential. However, if your responses to 
he questionnaires indicate that you are distressed then the researcher 
will contact you to discuss how you access appropriate support.
Nhat will happen to the results of the research study?
The results will be written up for submission by Judith Lambourne to the 
Jniversity of Surrey in part fulfilment of her doctoral training in Clinical 
Psychology. A summary of the results of this research will be available 
in its completion. Please indicate on your consent form if you would like 
:o receive a copy. I could provide an electronic copy via email or a hard 
:opy by post. The results may also be published at a later stage. No 
larticipants will be identified in any written report.
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Nho is funding the research?
The University of Sumey is funding the research. No researchers, 
linicians or participants will receive payment for their involvement.
Nho has reviewed the study?
This study has been reviewed by the Ethics Committee at the University 
)f Surrey to ensure that it meets ethical guidelines.
Nhat if I have a complaint?
f you have any complaints about your participation in this research, 
ilease contact the Chief Investigator, Judith Lamboume.
Contact details for further information
f you would like to contact me for further information about the research, 
ir have any queries or concerns about it, please feel free to contact me.
ludith Lamboume, PsychD Clinical Psychology, University of Surrey, 
3uiidford, Surrey, GU2 7XH. Tel: (01483) 689441. E-mail: 
)smaji@suney.ac.uk
Mtematively you could contact Dr Victoria Senior, who is supen/ising this 
esearch, at the same address.
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APPENDIX SEVEN: POST-STUDY INFORMATION SHEET
Information Sheet about Smoking Related Illnesses
About the Questionnaire Study
The questionnaire study aims to identify the effectiveness of different ways of 
communicating information, about the health risks of smoking, by measuring 
smokers' perceptions.
The purpose of this information sheet is to answer any questions you might 
have after completing the study.
Health Risks of Smoking
(From: www.qivinqupsmokina.co.uk)
Smoking can affect the health of your body in many ways. Smokers have an 
increased risk of stroke, and are at greater risk of developing cancers of the 
lung, lips, throat, larynx and oesophagus.
Smokers are also more than twice as likely to die from coronary heart d isease 
as non-smokers. Giving up smoking can reduce the risk of developing many 
smoking related illnesses.
Risks of lung cancer from smoking
(From: www.cancerresearch.orq.uk)
Around 90% of lung cancer cases in the UK are caused by tobacco smoking. 
The risk of developing lung cancer is affected by duration of smoking, level of 
consumption and tar content.
Compared with non-smokers, those who smoke between 1 and 14 cigarettes 
a day have eight times the risk of dying from lung cancer and those who 
smoke more than 25 cigarettes a day have 25 times the risk.
Common Myths about Smoking
(From: www.cancerresearch.orq.uk:www.nosmokinqdav.orq.uk)
MYTH 1
“Developing lung cancer won’t happen to me”.
FACT
Anyone who smokes faces an increased risk of developing lung cancer, and 
other smoking-related health concerns, compared with a non-smoker. Studies 
from Europe, Japan and North America have shown that 9 in 10 lung cancers 
are caused by smoking.
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MYTH 2
“Whether a person gets lung cancer depends more on genes than anything 
else”.
FACT
Research has revealed small genetic variations that might slightly increase a 
person’s  chances of developing lung cancer. However, genetic causes 
remain a minor contributor to lung cancer risk compared to smoking, which 
causes nine out of ten cases of lung cancer.
MYTH 3
“I’m not at risk because I only smoke a few cigarettes a day”.
FACT
The more cigarettes you smoke a day, the higher your risk of cancer. But you 
are increasing your cancer risk even if you smoke a few cigarettes a day.
Light smoking can still endanger your health. Studies have shown that even 
people who smoke 1-4 cigarettes a day are still almost three times more likely 
to die of heart disease and lung cancer than non-smokers.
MYTH 4
“it’s ok to smoke as long as I exercise and keep generally healthy”.
FACT
Eating lots of fruit may reduce your risk of lung cancer and som e studies have 
found that getting moderate amounts of activity can also reduce your risk. But 
these protective effects are very small compared to the damaging effects of 
smoking. If you are a smoker, then keeping fit and healthy is not going to 
cancel out your risk of cancer.
MYTHS
“My risk of developing lung cancer is iower because I only smoke light, mild or 
low-tar cigarettes”.
FACT
Low-tar cigarettes are just as  harmful as regular brands. The packs may 
show you lower tar and nicotine numbers. But these numbers are based on 
tests that use machines not real people. When real people smoke ‘low-tar’ 
cigarettes, they breathe in much harder to satisfy their nicotine cravings. So 
even if the cigarettes taste weaker, they are still doing your body as  much 
damage as ‘stronger’ brands. Cigarettes also contain many other harmful 
chemicals besides tar and nicotine.
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Benefits of Quitting Smoking
(From: www.ash.ora.uk)
Stop smoking and the body will begin to repair the dam age done almost 
immediately, kick-starting a series of beneficial health changes which continue 
for years.
Time s in ce  quitting Beneficial health ch an g es
20 m inutes Blood pressure and pulse rate return to normal.
8 hours Nicotine and carbon monoxide levels in the blood 
reduce by half, oxygen levels return to normal.
24 hours Carbon monoxide will be eliminated from the body. 
Lungs start to clear out mucus and other smoking 
debris.
48 hours There is no nicotine left in the body.
Ability to taste and smell is greatly improved.
72 hours Breathing becomes easier.
Bronchial tubes begin to relax and energy levels 
increase.
2-12 w eeks Circulation improves.
3-9 m onths Coughs, wheezing and breathing problems improve as  
lung function in increased by up to 10%.
1 year Risk of a heart attack falls to about half that of a 
smoker.
10 years Risk of lung cancer falls to about half that of a smoker.
15 years Risk of heart attack falls to the sam e a s  som eone who 
has never smoked.
How to Quit Smoking
For further information about how to give up smoking you can access the 
following services:
• The NHS National Helpline website offers an online service and is 
available at: http://www.aivinaupsmokina.co.uk.
• You can also contact the NHS Smoking Helpline on 0800 169 0 169.
• Alternatively, you can contact your local GP for further advice.
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APPENDIX EIGHT: UNIVERSITY OF SURREY ETHICS 
COMMITTEE INITIAL APPLICATION
SL, 1 Dr Kate Davidson
Chair; SHS Ethics Committee 
University of Surrey
UniS
University of 
Surrey
Guildford
Surrey GU2 7XH UK 
Telephone:
+44 (0)1483 689445 
Facsimile:
+44 (0)1483 689550 
www.surrey.ac.uk
School of
Human
Sciences
Judith Lamboume 
Psychology Department -  PsychD 
University o f  Surrey
9 October 2006
Dear Judith 
about smoking.
th e  School o f Human Sciences Ethics Committee htts considered the above proposal and made 
the following comments:
Can you please advise how potential participants be identified in the first instance, so that 
information sheets and consent forms can be given to them.
Can you advise on funding for the research, as the information sheet states that the 
University of Surrey is funding the research. Is thjs correct.
Where there arc ‘correct’ answers to the questionnaire items, participants should be given 
them a f t e r  participation, perhaps in a fact sheet.
Yours sincerely
^  Dr Kate Davidson
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Tk* qwmxM * 
ANmvm>A«T PU2II 
200]
Unis
University 
of Surrey
GuiMfofd
Surrey GU2 7XH. UK
Tefephorve
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
School of
Human
Sciences
Department of 
Psychology
Facsimile
♦44 (0)1483 689553
Dr Kate Davidson 
Chair: SHS Ethics Committee 
University o f  Surrey 
Guildford 
GU2 7XH
7® November 2006
Dear Dr Davidson,
Reference: 55-PSY-06
Modifying optimism bias in smokers by increasing perceived th rea t of smoking 
through the prevention of downw ard social comparisons, and the debunking of 
common m yths about smoking
Thank you for reviewing the above proposal. I have read through your comments and 
have considered them as follows:
/. Can you please advise how potential participants be identified in the first instance, 
so that information sheets and consent forms can be given to them.
Participants will be a convenience sam ple o f  smokers within the general population. 
This means that participants will be sought from environments frequented by adults, 
between the ages o f  30 and 69 years o f age, within the general population. This might 
include the offices o f large companies, a shopping centre or university campuses.
Potential participants within these environments will be provided with an information 
sheet and the background information questionnaire/ consent form to complete and 
return i f  they decide to participate.
2. Canyon advise on funding for the research, as the information sheet states that the 
University o f Surrey is funding the research? Is this correct?
The Uni versity o f  Surrey will provide up to £200 to cover the costs accrued through 
completion o f the research.
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i .  Where there are "correct " ans^vers to the questionnaire items, participants should 
be given them after participation, perhaps in a fact sheet.
An information sheet will be provided for each participant, after their participation in 
the study, which outlines the risks o f developing lung cancer from smoking, the 
“correct answers” to myths about smoking, how quitting smoking can reduce the risks 
o f cancer and where the participant can go to access help to quit smoking.
I hope that this additional information
Yours sincerely
Judith Lamboume 
Trainee Clinical Psychologist 
PsychD Clinical Psychology
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Unis
Dr Kate Davidson
Chair: SHS Ethics Committee
University o f Surrey
University of 
Surrey
Guildford
Surrey GU2 7XH UK 
Telephone:
*44 (0)1483 689445 
Facsimile:
*44 (0)1483 689550 
www.surrey.ac.uk
School of
Human
Sciences
Judith Lamboume 
Psychology Department -  PsychD 
University o f Surrey
24 November 2006
Dear Judith 
Reference: 55-PSY-06
Modifying optimism bias in smokers by increasing perceived threat of smoking through 
the prevention of downward social comparisons, and the debunking of common mjTbs 
about smoking.
Thank you for your submission o f the above proposal.
The School o f  Human Sciences Ethics Committee has given a favourable ethical opinion.
If  there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the School Ethics Committee.
Yours sincerely
ICûdk. Eeu\'cUe«A
Dr Kate Davidson
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APPENDIX NINE: UNIVERSITY OF SURREY ETHICS 
COMMITTEE REVIEWED APPLICATION
UniS
Thi Quum's 
ANNIVtUAKY PUUl 
2002
University 
of Surrey
Guildfcrd
Surrey GU2 7XH.u k  
Telephone
+44(0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
School of
Human
Sciences
Department of 
Psychology
Facsimile
+44 (0)1483 689553
Dr Kate Davidson
Chair: SHS Ethics Committee
University o f  Surrey
Guildford
GU2 7XH
4”’ December 2006
Dear Dr Davidson,
Reference: 5S-PSY-06
Modifying optimism bias in smokers by increasing perceived threat of smoking 
through the prevention of downward social comparisons, and the debunking of 
common myths about smoking
Thank you for reviewing the above proposal, and for your subsequent letter o f  approval. 1 
am writing to advise you that 1 have made some changes to the questionnaire items to be 
used in this study, and I would like to seek advice about whether these changes need to be 
reviewed by the ethics committee.
My dependent variables remain unchanged, but a thorough literature review has 
highlighted more valid and reliable outcome measures than 1 originally proposed to use. I 
have therefore changed the structure o f my questionnaires to incorporate these.
I have enclosed the revised Background Information Form and Smoking Risk 
Questionnaire - Version 1 (the questions in all versions are identical) for your 
consideration. Please advise me if  you require further information. 1 look forward to 
hearing from you soon.
Yours sincerely
Judith Lamboume 
Trainee Clinical Psychologist 
PsychD Clinical Psychology
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Dr Kale Davidson
Chain SHS Ethics Committee
University o f Surrey
Unis.
University of 
Surrey
Guildford
Surrey GU2 7XH UK 
Telephone:
*44 (0)1483 689445 
Facsimile:
+44 (0)1483 689550 
www.surrey.ac.uk
School of
Human
Sciences
Judith Lamboume 
Psychology Department -  PsychD 
University o f Surrey
8 December 2006
Dear Judith 
Reference: 55-PSY-06
Modifying optimism bias in smokers by increasing perceived threat of smoking through 
the prevention o f downward social comparisons, and the debunking of common myths 
about smoking.
Thank you for your letter dated 4 December enclosing details o f  significant changes to the 
above proposal.
The School o f  Human Sciences Ethics Committee has given a favourable ethical opinion. 
Yours sincerely
khcK bCLvCcL&tm
Dr Kate Davidson
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APPENDIX TEN: TESTS OF DIFFERENCE
ANOVA Tests o f  Differences between groups on parametric scales
Variables Generalised
Risk
(N = 14)
Myth
Information
(N = 15)
Individualised
Risk
(N=13)
Myth & 
Individualised 
Risk 
(N = l l )
F-value DF P
Value
M (SD) M (SD) M (SD) M (SD)
PANAS 20.69
(13.96)
15.87
(5.57)
16.85
(5.27)
21.09
(9.15)
.891 3,48 .453
Fear o f lung 
cancer
25.50
(5.80)
25.40 (7.03) 23.46 (6.37) 28.91 (7.30) 1.370 3,49 .263
Perceived
vulnerability
20.71 (4.18) 19.33 (2.74) 20.85 (4.12) 23.73 (1.42) 3.179 3,49 .032*
Self-efficacy 6.93 (2.43) 6.13 (2.23) 7.00 (1.68) 7.09 (1.97) .613 3,49 .610
Smoking self- 
efficacy
35.15
(13.32)
32.80 (10.99) 32.15 (10.54) 36.82 (7.70) .474 3,48 .702
Response
efficacy
26.57 (2.82) 25.93 (2.19) 24.31 (3.35) 26.18(3.52) 1.487 3,49 .230
Intention to 
quit
4.29 (1.94) 4.67 (1.80) 4.77(1.79) 6.36 (1.50) 3.138 3,49 .034*
p< .05
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Kruskal-Wallîs Tests o f  Differences between groups on non-parametric scales
Variables Generalised
Risk
(N = 14)
Myth
Information
(N = 15)
Individualised
Risk
(N=13)
Myth & 
Individualised 
Risk 
( N = l l )
X2 DF P
Value
M (SD) M (SD) M (SD) M (SD)
Perceived
severity
9.71 (0.61) 9.53 (0.74) 9.31 (0.88) 9.64 (0.67) 2.250 3 .528
Likelihood o f  
quitting
3.36(1.28) 3.60 (0.91) 3.46(1.05) 3.55 (0.93) .198 3 .979
Optimism 
bias 1
.64 (.74) .40 (.99) .69 (.86) .55 (.69) .651 3 .888
Optimism 
bias 2
.36 (.93) .13 (.352) .23 (.60) .18 (.40) .114 3 .988
Optimism 
bias 3
.64 (.74) .67 (.72) .46 (.78) .55 (.934) 1.288 3 .742
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APPENDIX ELEVEN: PLANNED COMPARISONS
Planned comparisons are driven by theory and are used to test out specific research 
hypotheses (Field, 2006). Usually the number of planned comparisons is limited to 
the number of degrees freedom of the independent variable. In this study, the 
independent variable had three degrees of fi-eedom, and three planned comparisons 
were undertaken. To complete planned comparisons, values are assigned to each 
group (weights) so that the total sum of the weights, for each comparison, is zero (see 
table below). Groups not involved in the comparison are automatically assigned a 
zero weight, which excludes the group fi*om the comparison (Field, 2006). The 
weights for each comparison are then entered into SPSS.
Non-orthogonal contrasts are comparisons which are related in some way. The 
hypotheses of this study were best tested using non-orthogonal comparisons. 
However, because non-orthogonal comparisons are related, they will share some of 
their variance and the type I error rate will therefore increase. To control for type I 
error, the Bonferroni correction is applied to alpha (0.05). Alpha is divided by the 
number of comparisons and the corrected value is then used as the significance level 
for interpreting the findings of non-orthogonal comparisons.
Weighs fo r  non-orthogonal contrast ofperceived vulnerability & intention to quit
Generalised risk Myth de­
bunking
Individualised
risk
Myth & 
individualised 
risk
Hypothesis 1 
(Comparison 1)
1 0 -1 0
Hypothesis 2 
(Comparison 2)
1 -1 0 0
Hypothesis 3 
(Comparison 3)
1 0 0 -1
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